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PORBVORD 



The purpose of this manual is to provide a stancferd, well-referenced 
resource for the Special Education .Nurse and provide direction and 
continuity for health services to pupils with special needs. 



GOALS 

1- To standardize the practice of Special Education Nurses in the State 
of Iowa. 

2- To aoguaint the Special Education Nurse with the impact of 
handicapping conditions on the educational process and facilitate the 
orientation of new Special Education Nurses. 

^11^ 3. To serve as a resource for ongoing professional growth. 

4. To provide information to support administrative decisions on official 
policies and on issues r.JLating to school health. 

5. To support the significance of the Special Education Nurse as a manber 
of the multidisciplinary team in making realistic decisions about 
programming and health management to meet the requirements of P.L. 
94-142 (Education for All Handicapped Children) 
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INTl^ODUCriON 



The Special Education Nurse has become an integral part of the 
educational system evolving in response to cnangea in that systeni- 
According to P.L. 94-142, Education for All Handicapped Children Act of 
1975. all handicapped children are to have available to them "a free, 
appropriate, public education which includes special education and related 
^ M i"^^ ^?J"^^^ ""^^"^ " I" 1°^^- services are^^id^d to 

Education 67r"l2^ir °^ twenty-one (Rules of Special 

The resulting expansion of programs has resulted in rhe need for 
nealth services to addresr, the oiedical needs of the handicdpped child. 
Sii 5*^"/^? ^P^f'^ neerjs may have a variety of health related concerns 
ranging fran simple to complex. Within the educational structure, the 
strengths and limits of the hcindicapped must be identified and interpreted 
to assist parents as well as the educational team in detenriining the 
impact of the health status on the child's educational puogran- 

The Special Education Nurse provides nursing services to handicapi:3ed 
children, including identification of health needs, development of a plan 
of nursing services, implementation of activities, and evaluation of the 
outcomes in relation to predetermined goals. Being able to coordinate 
gathered information from parents, educators, and medical resources 
assures the Special Eciication Nurse a vital link in the educatioi^l 
process. 

This manual is the result of many hours of work by four special 
education nurses. Throughout the process of its development, the editor 
has experienced a continuing appreciation of the professional competence 
danonstrated by the authors. The Bureau of Special Education of the 
Department of Edacation gratefully acknowledges those nurses who developed 
this manual. The material gathered in this manual will serve as a 
valuable resource for the Special Education Nurses in Iowa. 



Vicki A. Schnetter. M..S., R.N. 
Editor 
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PHILOSOPHY 



Special Education Nurses believe: 

1 The pranise of Public Law 94-142 which assures the free, appropriate 
education for all handicapped pupils. 

2. The health status of disabled children has a profound effect on 
developtient and learning. 

3- Every pupil regardless of the presence of or the severity of a 
handicap is entiUed to a level of health which permits optimun 
utilization of educational opportunities. 

4. Health services should be consistent with the phUosophy and 
objectives of the educational program. 

5. Ttie Special Education Nurse has a responsibility to continue 
professional growth and to understand the philosophy and strategies of 
other disciplines serving special education pupils. 

6 The role of the Special Education Nurse is beooning increasingly 
valuable in the educational process as children who are medically 
fragile and dependent on more complex medical treatments are beinq 
served. 
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POSITION OVERVIEW 



I. Rules for Teacher Education and Certification (TEC) of the Iowa 
Deeertment of Education outline the following requirements for the 
Special Education Nurses: 

670—73 ,3 (14 ) Special Eclicatlon NiirsP 

A. AUaHORIZATICN 

The holder of this authorizacion is legalized to serve as a 
Special Education Nurse to children requiring special education. 

Ihe legalization foe this support service personnel is through a 
Statement of Professional Recognition (SPR) and not through a 
certificate- ^ 

B. PROGRAM REQUIREMENTS 

Degree - Baccalaureate in Nursing or Master in Nursing. 

C. OffiER 

1. Current licensure in the State of Iowa by the Board of 
Nursing. 

2. IWo years experience in Public Health Nursing including 
service to schools or as a school nurse or 6 hours of 
Special Education courses. 

Procedures f oe aqui rj njj^ SPR J rcni ,^yls^_og 

The Special Education Director of the Area Education Agency (AEA) 
must submit a letter to the division requesting that the SPR be 
issued. Additionally, these docunents must be submitted: 

1. A coEV of the license issued from the Division of Licensure- 

2. An official transcript. 
3- Verification of C.2. 



10/88 
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• g-M^.QS oLggiLjuajJducati^, Revised in 1985- include the followinq 
statanent under Special Education Support Personnel. 

670— 12 25(3)m 

"Special Ecijcation Nurse" is a professional registered nurse who 
assesses, identifies, and evaluates the health needs of handicapped 
pupils; interprets the health needs to the fanilies and educaUonal 
personnel as those needs relate to the pupils' strengths and 
educational limitations; implanents specific activities ooiiimensurate 
with the practice of professional nursing and integrates the health 
care into an acceptable pattern with the educational progran. 



III. Job Description 

The follaying job description was developed by the Special Education 
Nurses of Iowa as a reference for individual AEAs. Responsihiiities 
may vary depending on the needs of the handicapped population within 
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JOB DESCRIPTION 



Sgecial Education Nurse 

The Special EAication Nurse must be experienced in providing 
canprehensive nursing services to handicapped children and their fanilies 
and must be knowledgeable in school organization. The Special Education 
Nurse also nfieds to be familiar with the organizational structure and 
services of community agencies, 

Specia] fidjoation programs and services are based on identified needs 
of handicapped children in each Area Education Agency (AEA); therefore. 
DUSt as special education programs and services will vary anong individual 
AEAs, so too will the Special Education Nurse's services. In each 
instance, the Special Education Nurse will be identifying nursing 
responsibilities, planning and implementing within the AEA specific 
activities which comprise the practice of professional nursing. 

Ttie following responsibilities are seen as within the scope of the 
Special Education Nurse services: 

A. Develop an Individual Health Pr emotion Plan (IHPP) 

1. Assesanent of the health* status of special education pupils 
which may include but is not limited to; 

a. screening programs 

b. obtaining health histories and current health data 
c physical assesanent 

2. Statement of nursing diagnosis: a precise statement describing 
the health status of the child 



3. Establishing long- and short-term goals and objectives to meet 
those goals 

4. Implementation of the IHPP objectives 

a. referral for professional services 

b. monitoring the medical regimen of the child 

c- parent and child counseling regarding health and nurturing 
needs 

d. nursing intervention in the educational progran 

5. Evaluation and follow through 

a- development of observational criteria and collecting -^ata on 

the effectiveness of any and all portions of the plan 
b. reassessment of goals 
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B. Assist the child's family in identifying their individual health 
needs and environmental concerns and in exploring possible 
alternative solutions ^ ^ 

1- Referral to appropriate professional and community resources 
2. Wellness pr emotion 
3- Supportive counseling 

C. work cooF«ratively with other personnel in special education programs 
and services to promote a coordinated child-centered approach to the 
problons of the handicapped child ^w^^^i to zne 

1. Participation in educational diagnostic, evaluation, and 
placement staffings 

2. Providing inservice for employees 

3. Assisting in the development of health- related curriculun 

4. Assisting school personnel in recognizing health and safety risks 

D. Provide assistance to the Special Education Director and 
Adidnistrators to further develop the health component of the AEA 
Special Education Support Staff 



*HEALTH = A continuum from wellness to illness 
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COMPETED aES 
OF SPECIAL EDUCATION NURSES 



h«.n-?^L^^.^^^°" ^"'^^ provictes comprehensive professional 
health services to handicapped children within the franework of the 
educational system. Ohe Special Education Nurse has: 

^' ^L^Jf^H^f® o? ^^"ti^' assess and manage health needs of pupils 
rrcra birui to 21 years of age- 



2. 



4. 



5. 



8. 



nrLf^f effectively follow up identified health problans, to 

hp?^ SronS^ counseling to pupils and parents, and to motivate and 
help parents to obtain appropriate health care- 

3. "Itje ability to consult with educational adninistrators, 

instructional, and support staff in modifying the school regimen and 
environment to meet health needs of Special Education pupiJs. 

The knowledge to deal effectively with and establish procedures for 
emergency injuries and illnesses of pupils individually or in the 
event of a disaster- 

The ability to make valid referrals and coordinate public and private 
resources to help implanent the health program for Special Education 

6. The knowledge to assist in decisions for placement of the Special 
Education pupil in a regular classroom which will not jeopardize the 
safety and health status of the pupil. 

7. -nie insight to identify health and safety hazards within the school 
which could endanger health or lives and reduce student ability to 
learn and staff ability to teach. 



The ability to influence Average Daily Attendance by reducing the 
possibility of communicable disease and promoting high level 



9. The eAicational background and experience to serve as a resource 
person to educational a-Mnistrators and staff on matters of health 
management and wellness. 

10. The expertise to obtain a comprehensive health and developnental 
hiscory and an evaluation of the home envirorment as it reJates to 
thii health status of the pupil. 

11. The expertise to interpret the relationship of health and 
environmental information for modification or adaptation of the 
pupil's educational program. 

12. The expertise to serve on the multi disciplinary team to develop the 
Individual Education Plan and conduct periodic evaluations- 

7 
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DEFINITIONS OF ASSIGNMENT 



Cenlier-based Servioe 

a^"^®"^"^^^ ^^""^^ Education Nurses are assigned to one faciJity in 
^iTt fT^ of nursing service in such a center depends on 

mi^hpr the pupils, the severity of the disabilitiei; and the 

nunber of children served in the center. 

I tinerant or Area-wide Service 

The Special Edjcation Nurse may be assigned to provide nursinq 
service to several programs within the boundaries of the AEA. ihis mav 
also include nursing servioe to pupils in hone-intervention prograns. 
Sometimes conpromises in the extent of nursing service must be made 
because of the number of pupils, the severity of handicaps, and 
geographical distance between programs. 

Diagnostic Center Service - (CliMc) 

Special Education Nurses may provide physical assesanent and 
neurodevelopmental screening foe pupils of all ages for diagnostic 
information to determine appropriate educational prograwning and the need 
for other support services or referrals. 
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SPECIAL EDUCATION NURSE SERVICE IN IOWA 



AEA # # of School Districts # Nurses Assigments 

^ 26 4 Center based (1) 

Clinic and area-wide (1) 
Area-wide (2) 

2 28 0 

3 25 0 

^ 19 2 Centers (1) 

Area-wide (1) 

^ 45 1 1/2 Area-wide (1) 

Area-wide (1/2) 

^ 21 2 Center based (1) 

Area wide (1) 

^ 26 2 1/2 Center based (1) 

Preschool area-wide (1) 
Area-wide (1/2) 

^ 24 1 Center based (1) 

39 1 Centers S/PH* (1) 

^1 4 Center based - 

Des Moines (2) 
Preschool Des Moines (l) 
Center based (1) 

•'•2 28 1/2 Preschool-area wide (1/2) 

13 33 0 

14 22 0 

15 26 0 

13 1 Preschool-center based 

(1) 

*S/PH = Severely/Profoundly Handicapped 
9/86 
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LEVELS OF SERVICE 



• 



Many handicapped pupils have health and/or physical problons which 
interfere with their functional abilities. It is the role of the Special 
Education Nurse to provide professional nursing service to meet the 
special health care needs of these pupils so that th;./ may reach their 
optimum health status and benefit from their educational program- 

A. I^els of Direct Health Services to Special Education Pupils by the 
Special Education Nurse (SEN) ^ 

1- Level j 

Minimum of 60 minutas/week direct service to pupil and/or 
consulting with others (teachers, families, other 
professionals). Individual Health Promotion Elan (IHPP) and/or 
Individualized Education Program (lEP) written by SEN. 

2. Level n 

Minimun of 30 minutes/week direct services to pupil and/or 
consulting with others. IHPP and/or lEP written by SEN. 

3. Level III 

Minimun of 30 minutes direct or delegated services to pupil 
and/or consulting with others every one to four weeks. IHPP 
and/or lEP written by SEN (SEN will monitor delegated 
responsibilities). 

4. Level W 

Minimun pupil contact and/or consulting wiOi others every three 
months. IHPP and/or lEP written by SEN (optional). 

5. Level y 

Minimun pupil contact and/or consulting with others yearly IHPP 
and/or lEP written by SEN (optional). 
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ROLE OF THE NURSE 



P^. 94-142, Ttie Education for All Handicapped Children Act of 1975 

n?^?, t r^^^®"^^.? handicapped pupil (Section 4. P.L. 94-142. This 
plan IS to be written, collaboratively developed, and updated annual 

T^^l't^l P^^ents: P^pil (!^h;n^pp a^^^ 

persons the above or parents may invite. (The Special Education Nurs^ i f 
referred to one of the references for lEP content^) In^SS on l^a 
eaif^ecialjdb^^ 12.17(l)a.(l) includes healThisJor; Tso^ 
tl T.aZ^'IS^' comprehensive educational evalSScn Je^uisiJI 
to placonent of pupils in special education prograns. Where school nurLs 
are anplcyed, it is considered essential the? collect, orS^ze Sd 
interpret the health history. ^ wJnecc, organize, and 

I. Development of I.E. P. 

The National Association of State School Nurse Consultants has 
ThlSlre:^''^''''^'''^ relating to lEP dei/elopnent and school nurses. 

1. Tb incorporate the health ccmponent into the total lEP. 



2. 



'^.1^^^ ^f^^^^^ ^^^^ ^® P"P^^ (including input from 
parent, child, and physician). 



3- To establish goals to meet the health needs. 

4. To establish short-term objectives for the pupil which are 
measurable and stated in behavioral terms. 

5. To ictentify who can most appropriately deliver the services to 
meet the health needs and who will be responsible for payment of 
medically-related referrals (parent, agency, etc.). 

will'^-i^nf^ed'^^^ ^^^^ services will start and how long they 



6. 



7. To develop an evaluation process to determine to what extent the 
pupil's needs are being met. 

Assesanent of the health status may include (but is not limited to) 

h2f??'!!^*.^'°SJ^-''^°"^''°"' ^^^^ "history data, other current 
health data, physical assessment. The pupil's strength., especially 
those^ which can help compensate for the pupil's limitations, ^lould be 

The school nurse will exercise professional judgment regarding the 
need for expanded health evaluations or reports related to potential 
or Identified health problans. ^ 
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Whenever the predominate prohlon is health related, or a rt;ysical 
health problem exists, the school nurse should be present at the 
staffing and the lEP planning to present information and interpret the 
implications for the educational program of the child. 

If no health problem exists, the nurse may prwide a wtitten report to 
the staffing ccmnittee. 

If the nurse is not present at the initial staffing and lEP meeting, 
administrative procedures should be in place which will provide for 
ccromuni cation to the nurse regarding the discussion and follow-up 
recaamended. 

In implementing the ffiP, the Special Education Nurse may be involved 
in the following activities: management of the health care plan for 
the pupil in the school setting, interpretation of the pupil's 
medication & special treatments to school personnel, providing direct 
health care services, developnent of procedures and training of 
personnel tc^ meet health needs, monitoring health care services 
provided ty other school personnel, recommending modifications of the 
school progi-am to meet the pupil's health reeds, acting as a liaison 
between school, ccinnunity health providers, parent, and pupil, and 
providing health consultation and education and hea].th pronotion to 
the pupil and family. 

II. Annual Review 

P.L. 94-142 also provides for an annual review and a three-year 
re-evaluation process. Activities for the school nurse suggested by 
the National Association of School Nurse Consultants are: 

1. To review the health reeds, goals, and objectives which were 
previously identified. 

2. lb document progress made in accomplishing the goals and 
objectives. 

3. To obtain current pertirent health information including, but not 
limited to, vision and hearing. 

4. To make reoonwendations recessary to identify current health 
needs. 

5. To work with other multi disciplinary team members to set new 
goals and objectives to meet the pupil's present reeds. 

6. To revise the lEP to meet present reeds. 

7. To con*-inue re- evaluations as reeded. 

Based on the results of the annual review of the child's health 
status, the Special Education Nurse may do the following: 
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1. If no change has occurred, the nurse may determirie that tiie 
report may be given in writing to the review team. 

2. If change has occurred, the school narse shai; exercise 
professional judgment regarding the aiange and indicate reasons 
for nursing input at the review meeting. 

^' ^ "?o^u"^ service is required by the pupil, the specific service 
should be a coraponent of the lEP and the nurse should be present 
at the annual review. 

4. If the nurse does not attend the review meeting, adninistcative 
procedures need to be in place which will camunicate to the 
school nurse the outocne of the review and the fo] low-up 
reccmroended, 

III, Three-year Re-evaluation 

It is essential that a written update of the pupil's health be a 
canponent of the three-year re-evaluation. 

If there is no health problem or health- related component in the lEP, 
the nurse will exercise professional judgment in relation to attending 
the evaluation meeting. ^ 

If the nurse does not attend the re-evaluation meeting, adninistrative 
procedures will provide for caimunication to the school nurse the 
results of the evaluation. 

R esources 

School nurses working witH handicaj^ ged d ijU^^^ (1980), mA, 
Children at Risk, part II (January. 1982), School Health KLaest. 

National Association of State School Nurse Consultants define role of 

^^"^^^ " education for all handicapped children act 
of 1975 (1982). Journ al ..of „ Sdiool Health . 

Rules of Special Education (1985). State of Iowa Department of Public 
Instruction. 

Wold. S. School nur sing, a franewqrkjoc practicg (1981). 65-66, 203- 
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SCREENING 



SPEQAL EDUCATION NURSE MCNTHLi: REPORT 

I 0-3 ' yV7"T"~ RSaToa 



HEALOH HISTORIES 

COMPREHENSIVE: 

UPDATE; 



PHYSICAL ASSESSbENTS: 



STAFPINGS: 



TEAM CONFERENCES: 



REFERRALS: 

MEDICAL/HEALTH: 

OTHER: 



SCHOOL: 

TELEHJCNE: 

WRITTEI^: 



NURS7NG INTERVENTION 
^EDICATICN 

FIRST AID 

NUTRmCNAL NEEDS: 

DENTAL HEALTH: 

COUNSELING: 

HEALm EDUCATION: 



PARENT CONTACT/COUNSELING 
HOME: 



T" 



16 



aAssRooM visms 

CBSERVATICN: 
RESOURCE: 



CONSULTANT 
AEA: 



LEA: 

GOMMUNrrY: 



WORKSHOES/INSERVICES 
A1T£MDED: 



PRESENTED: 



MILEA3E: 



OTHER: 



TS^fr™!"" PREsaJoa" 



I 



REPORTS, SURVEYS. RECORDS: 



r 



SCHOa AGE 



Send to: 

Consultant, School Health Services 
Department of Education 
Grimes State Office Building 
Des Moines, lA 50319-0146 



ERIC 
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IMMUNIZATIONS 
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IMMUNIZATIONS 



In 1976, the Iowa Legislature passed legislation which requires that 
any pupil attending elementary or secondary schools or licensed child care 
centers will have received iirmunizations as specified in the Code of Iowa 
(Section 139) and present proof of the iimiunizations at the time of 
M^nSi'"^"^* ^ updated rules is included in the School Nurse 

Ihere has been some question about the use of pertussis vaccine for 
children with neurological problems and other disabilities. To clarify 
the situation, Drs. Bell and Anderson of the medical staff at University 
of la^a Hospitals, Division of Developmental Disabilities, have presented 
a position paper with recommendations which is included in this section, 
■nil s statement will provide clarification for pupils who may have been on 
a medical exemption as allowed under Section 139 of the Code (470-7.3(1). 

A recaimendation has been made (August, 1985) by the Aneucan Academy 
of Pediatrics and supported by the Center for Disease Control in Atlanta. 
Georgia, for children to receive immunization against hemophilous 
influenza B. Ttiis vaccine is recommended for all children 24 months of 
age and older. It is also reccmmended for children who are in day care 
centers at 18 months of age. followed by a booster before age 3 years. 

Pupils attending school who are residents of institutions or other 
residential facilities are at risk for developing Hepatitis B. The risk 
IS consequent to bites and contact with skin lesions, saliva, and other 
infective secretions. This has implicaUons for classmates of these 
pupils as well as school staff. A vaccine for Hepatitis B (HB) was 
licensed in November. 1981. and is available for pupils and staff at risk 
for contracting the disease. In addition, post exposure prophylaxis may 
be considered in consultation with a physician. 

Other immunizations and tests for connuni cable diseases, although not 
required foe school attendance, should be discussed with the child's 
physician. 
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USE OF PERHJSSIS VACdWE IN SPECIAL POPULATIONS 



On February 15, 1985, tt"4e medical staff of the Division of 
Developmental Disabilities met with Drs. Bell and Anderson to discuss the 
appropriate use of pertussis vaccine in certain populations for which the 
Division IS responsible. Itie following sunmarizes the points agreed upon: 

Background: 

1- The most serious complication associated with the a<*nini strati on of 
pertussis vaccine is an encephalitis which can leave the patient 
severely mentally end motorically impaired. The reaction typically 
occurs one to two weeks following adonini strati on of the pertussis 
vaccine, 

2. In individials predisposed to seizures pertussis vaccine can provoke 
their occurrence. In individuals not predisposed to seizures there 
has been an unproven suspicion that pertussis vaccine may in some way 
be associated with a single seizure or the onset of a seizure 
di sorder. 



3 There are additional minor complications of pertussis vaccine 

administration including localized pain, nonspecific irritability and 
fever. The significance of these signs/symptcms as predictors of 
subsequent problems with pertussis vaccine adminictcation, if any, is 
not certain, ' 

4, Although individials predisposed to seizures are apparently at 

increased risk of having a seizure associated with pertussis vaccine 
adninistration, the occurrence does not predict the occurrence of the 
encephalitis which is thought to be due to an inmunological 
phenomenon. Therefore, an individual with a seizure disorder is at nv 
greater risk for the severest of the complications than the general 
public, ^ 



Reggnmendati (MIS : 



Pertussis Vaccine Contraindicated 

1. Children on anticonvulsants may be presuned to have an ongoing seizure 
disorder and, therefore, are at risk for a seizure with pertussis 
vaccine adninistration, 

2. Any child with unstable or progressive central nervous system 
pathology is at risk toe seizures, 

3 Vaccine should not be given if the child has the following reactions: 
(1) persistent unconsolable screaming for three hours or more (2) a 
severe neurological reaction (3) a hyporesponsive. 
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ERIC 



shock-like state (4) tanperature of 40.5° 0(104° F) or greater, 
unexplained by another cause within 24 hours following 
inmunization (5) a convulsion within 48 hours followinq 
immunization (6) an allergic reaction to the vaccine. 

Pertussis Vaccine Not Contraindicated 

1. A child with a stable, nonprogressive neurological disorder (e.g , 
cerebral palsy) without a concommitant seizure disorder may receive 
vaccine. The fact that children with cerebral palsy are more likely 
to have seizures than the general population do^not contraindiclte 
the vaccine for them. vxi^ue 

2. Neonates with seizures during the first 48 hours of life who 
subsequently tecaiie seizure free and are tapered off anticonvulsants 
may (and should) receive pertussis vaccine. 



Comments; 



u,i*-h^Sf ? ^^f issues are not clear cut, risk should be balanced 
^z^^:, ? five-year-old, for exanple, whose neurological status is 
in doubt (and who, therefore, is at some possible risk for seizures) would 
be less seriously ill with pertussis than an infant. ^Ihus, in this case, 
the vaccine might be emitted. 

When pertussis is withheld, the children's dose of OT should be given 
to achieve maximal immunological response. 
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IWNDICAPPING 
CCNDITIONS 
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MENTAL DISABILiry 



Mental disability (retardation) is a condition in which the central 
in?^ffJ;^^ '^^f ^""P^^"^ it is manifested by lowered 

Sin^th^'e'^c^x^^^^^^^^^ ^^^^-^^ ^^^nosis 

1. Subaverage intelligence 

2- Adaptive behavior deficits 

3. Origination c£ deficits before age eighteen. 

Edicators usually use the following classification for mentallv 
impaired pupils: »»^-aj.xy 

Mild— problems with sensory input occur at the same frequency and 
^tll^^ ^K ?'? the general population. Motor skills may be affected 
by the inability of the brain to process information rather than a 
problem with the neuromuscular system. 

Moderate— hearing and vision problens occur more frequently due to 
structural defects, muscle imbalance, atrophy and infections. These 
problons need to be identified and treated to provide maximun 
opportunity for sensory input. Ihere is a higher likelihood of motor 
performance difficulties because of hypotonia, muscular weakness and 
laxity and lack of ability to process sensory input and respond. 

Severe/Profound-frequently severe hearing and vision deficits which 
are difficult to classify with standardized testing. Motor 
disabilities interfere significantly with ability to perform and may 
be due to central processing deficits or motor control. 

I mplications 

Health concerns generally increase with the severity of the 
retardation and specific health problans are addressed in the section on 
"high incidence health concerns". 



Referents 

Blackwell M. (1979). Cgre^_thnjpenUl]^ retarded Boston: Little. 
Brown & Company. 

g^^S-Sj-f.i £ gt^o" in "lenta l ^^r etar datjon (1983). Washington, D.C.: American 
Association on Mental Deficiency. 
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Diagnostic and statistical manual of menta l disor cters Ocd Edition) 
(1980)» Washington. D.C. : Anerican PsychiatricTAssociation. 
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Matson, J. and Barrett, R. (Eds.) (1982). ^ogthologj^J^ 
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HiYSICAL 
DISABILITIES 



25 



MYELOMENINGOCELE/SPINA BIFIDA 



NVeloraeningocele is a complex birth defect and may affect any of the 
body systems: motor, sensory, geni to- urinary, skeletal, cognitive, and 
neurological. It is caused by nonfusion of the dorsal arches of the 
vertebrae and resulting herniation of spinal cord, cerebral spinal fluid, 
dura and meninges which form a cystic mass on the back. Areas of motor 
and sensory deficits depend on the level of the defect. Eighty-five 
percent of children with nvelomeningocele have hydrocephalus. A 
ventriculo-peritoneal shunt is the most conmon surgical management of 
this. 

Im plica tiCTis 

Members of the multi disciplinary team in addition to the Special 
Education Nurse will be involved witi-. this child and may include parents 
and family members, the physi^'al ther^^pist, occupational therapist, 
classroom teacher, speech clinician, and other support staff. 

A variety of adaptive equipment may be used with the pupil such as a 
parapodiura. braces of various types, walkers, and crutclies. Pupils should 
be monitored closely foe skin breakdown because of the added problan of 
sensory loss in affected areas. 

The neurogenic bladder is a concern with children who have 
nyeloneningocele. Approaches to urinary management may include Crede', 
intermittent catheterization, or appliances. The Special Education Nurse 
will be involved in establishing and implementing a care plan as part of 
the pupil's educational programming. 

Bo/el training may be accomplished with a routine pattern of 
defecation, stool softeners, or suppositories. Prevention of constipation 
is best managed by diet. 

Observation of the shunt for malfunction and infection is needed. 
Symptoms of possible shunt malfunction may include increased intra-ocular 
pressure, vomiting, irritability, lethargy, seizures, swelling and rediess 
along the shunt tract, headaches, decreased school performance, eye 
deviations, (as esotropia or exotropia). 



References 

Wolraich. M.L. & Henderson, M. (1985). What you should know about your 
c hild with spina bifijk . An Iowa University "Affiliated Program 
Publication. 
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SIJGGBSTXQNS_ FOR AN JEP; Mi:ELO^ENINGOCELE/SPINA BIFIDA 

^9iii.l' Develops self-directed management of spina bifida as measured bv 
improved school attendance and decrease of incidence of 
can plications. 

SHORT TERM 
OBJECTIVES: 

1.1 Follows prescribed schedule of medical supervision 100% of 
the time as verified by parent/pupil and Special Education 
Nurse during school year 

1.2 Recognizes signs of a full bladder vith % accuracy bv 
(date) . 

1.3 Lists benefits of emptying the bladder at appropriate 
intervals with % accuracy by (date). 

1.4 Dononstrates correct procedure for clean catheterization 
with 100% accuracy by (date). 

1-5 Takes medication as prescribed 100% of time as verified by 
parent/pupil and Special Education'Nurse or teacher durina 
school year- 

1.6 Demonstrates correct procedure for testing function of shunt 
^ i^ate) as verified by Special Education Nurse or teacher. 

1.7 Maintains adequate fluid intake as prescribed and as 
verified by parent/pupil and Special Education Nurse or 
teacher during school year 

1.8 Maintains adequate nutrition by eating a well-balanced diet 

* of time as verified by parent/pupil and Special 

Edjcation Nurse or teacher during school year 

1.9 Follws an appropriate physical activity routine % of 
time as verified by parent/pupil and Special Education Nurse 
or teacher f cc i#2 months. 

1.10 Maintains regular bowel function % of time as verified by 
parent/pupil and Special Education Nurse or teacher by 
i^ate2. 

1.11 Utilizes and maintains prescribed appliances % of time as 
verified by parent/pupil and Special Education Nurse or 
teacher during school year (crutches, braces, catheter). 

1.12 Descril-^s benefits of daily bathing witii % accuracy by 
(date). 
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GOALJ: Knows that spina bifida is a chronic condition requirinq 

continuous medical supervision and self-management as measured by 
the Special Education Nurse. ^ 

SHORT TERM 
OBJECTIVES 

.^nf^^^-^l!® «^"^^"ces of not ocmpLying with treatment 
regimen with _^_% accuracy by (date) . 

2.2 RLans and follows a life-long appropriate exercise regimen 
as verified by parent/pupil and Specied Edjcation Nurse by 
\gate; . ' 

2.3 Describes symptoms of conipli cations and appropriate action 
to improve than with % accuracy by (date ) . 

2.4 Follows referral to vocational r^abilitation and reports 
results to Special Education Nurse by (date) . 

GO^i: Increases knowledge of anatomy and pathophysiology related to 

spina bifida as measured by Special Education Nurse designed test. 

SHORT TERM 
OBJECTIVES 

3.1 Describes normal anatomy of the spine and spinal cord by 
labeling a diagram with % accuracy by (date). 

3.2 Explains function of the spine and spinal cord with % 
accuracy by (date). — 

3.3 Lists current theory of etiology of spina bifida with % 
accuracy by (date), (etiology unknown, but generally 
thought to result fran genetic predisposition; theories of 
causation: incanplete closure of neural tube in anbrvo. 
neural tube forms but ruptures) 



Reprinted with permission from: 

Indi v idua^zed and prescri ft ivp school nursing servicps fnr _*ysically 

handicapped studenhs. 1980. J:i-t-i-^^J;I 

School Nurse Advocates 
P.O. Drawer 1538 
Garden Grove, CA 92640 
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CEREBRAL PALSY 



Cerebral palsy is not a disease. It is a group of symptans caused bv 
an injury to the iimature brain before, during, or after birth, ihe 
injury IS permanent and non- progressive. Ihere are often associrLed 
v"s^al'^"ef\"t1/a^dT^^^^^^ ""^^^ retardation, hearing or 

=^ the cerebral insult and developmental state of the brain 

It^ ^""^hf ^2^.*^® ^^^^"^ ^'^^^ determine the type and 

extent of the disability. Major types are: 

Spastic (lyramidal)— damage to the motor cortex or to the pvramidal 
tract of the brain. " 

Qiorecathetoid (Extrapyramidal) -damage to neural pathways outside the 
Eyramidai tract, especially in the basal ganglia. ^ uie 

I mplications for Programmm^ 

The multi disciplinary approach is essential for the pupil with 
cerebral palsy. Services from the occupational therapist, the physical 
therapist, the Special Education Nurse, the speech therapist, the speSal 
education teachers, and hearing and vision teachers and the involvement 
and cooperation of the parents and family members and the child's 
physician (s) will be required to enable the pupU to reach the highest 
potential. The psychologist and social worker and other professiSials may 
teccme involved with the pupil and the family to maximize the benefits of 
the educational process. 
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SUGGEST^ POR m I.E. P. ; CEREBRAL PALSY 



QQtLl' Develops se^f-dlrec^•=:. management of cerebral palsy as measured by 
improved participation in school activities and improved 
self-concept. 

SHORT TE»M 
QBJECTB/E S 

1.1 Follws prescribed schedule of medical tean supervision 100% 
of time during school year as verified by parent/pupil. 
Special Education Nurse and teacher. 

1-2 Follows prescribed physical activity regimen 100% of the 
time as verified by parent/pupil, Special Education Nurse 
and teacher during school year- 

1.3 Uses appliances as prescribed 100% of the time as verified 
ty parent/pupil and Special Education Nurse, teacher during 
Special Education year- 

1- 4 Participates in % of the school's social and recreational 

activities as verified by teacher/parent/pupil. Special 
Education Nurse and teacher during school year. 

1.5 Takes medication as prescribed 100% of the time as verified 
by parent/pupil, Special Education Nurse and teacher during 
school year 

1.6 Maintains adequate nutrition by eating prescribed diet 90% 
of the time as verified ty parent/pupil, Special Education 
Nurse and teacher during school year- 

GQALJ: Knows that CP is a chronic disorder requiring continuous medical 
supervision and self-management as measured by Special Education 
Nurse designed test. 

SHORT TERM 
OBJECTIVES 

2.1 Elans and describes a life-long appropriate physical 
activity regimen with % accuracy by (date). 

2.2 Describes symptans of not carplying with treatment regimen 
with ,^% accuracy by (date) . 

2.3 Describes symptoms of ccmplications and appropriate action 
to improve than with _^% accuracy by ( date j. 

2.4 Describes and wears protective gear appropriate to 
activities with % accuracy by (date). 

2- 5 Plans and follows a routine of hygiene __% of the time as 

verified by parent/pupil and Special Education Nurse, and 
teacher during school year 

erJc 30 44 



2.6 Follcws referral to vocational rehabilitation for job 

evaluation/training and reports results to Special Education 
Nurse by (date j^. 

^9tL2'' ^opes with related emotional, social, family and financial 

problons as evaluated parent/pupil and Special Education Nurse. 

SHORT TERM 
OBJ ECTIVES 

3.1 Requests assistance if social, anotional. or financial 
problems develop as verified by Special Education Nurse 
records by Idate). 

3.2 Follows referral to appropriate community resources and 
reports results to Special Education Nurse by .(date2. 

3.3 Interacts with family, clasanates, and school personnel to 
alio* them to play a supportive role in his/her illness as 
evaluated ty parent /teacher, Special Education Nurse and 
teacher by (dateji . 

3.4 Formulates and utilizes coping skills appropriate to his/her 
di seeder as verified by parent /teacher. Special Education 
Nurse and teacher by (date). 

GOMM: Increases knowledge of the pathophysiology of cerebral palsy (CP) 
as measured by Special Education Nurse designed test. 

SHORT TERM 
OBJECTIVES 

4.1 Describes the neurological aspects of CP with % accuracy 
^ ^.^atei* (CP is a complex disorder of the CNS"function 
characterized by abnormalities of movement resulting frcm 
malfunction of the motor centers and pathways of the brain. 
In addition to motor disabilities, usually there are other 
manifestations of organic brain damage such as seizures, 
mental retardation, sensory and learning defects which may 
be complicated by behavior and emotional disorders.) 

4.2 Describes the effects of CP on physical performance with % 
accuracy by Idate). (Inability to perform adequately the 
usual activities of daily living such as walking, use of 
hands, and communicating verbally.) 

4.3 Describes current theory of etiology with accuracy by 
idat£2» (prenatal infections: rubella, toxoplasmosis, 
herpes simplex and other viral diseases; maternal anoxia, 
anemia, placental infarcts and abruptio placenta; fuenatal 
anoxia, cerebral haiiorrhage, toxemias, RH factor; toxins and 
drugs; perinatal anoxia, due to anesthesia, analgesic drugs, 
prolonged labor, placenta previa or abruptio, respiratory 
obstruction; trainia during delivery; ccmplicatiori of birth; 
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I.e., pranaturity. hemolytic disorcters, infections, 
hypoglycemia, hyperbilirubinemia; post natal: trauna, 
infections; i.e., meningitis, encephalitis, brain abscess, 
anoxia; vascular accidents? lead poisoning). 

4.4 Describes terms associat ed with CP with % acc«jracy bv 
i5litej>. (spasticity, d^'skinesia, ataxiarKaniplegia, 
quadriplegia. monopleyies* triplegia, nystagnus, athetoid) 



Re pri nte d wi th~"pernu. ssi on frcra: 

Indiyidial ized and pr escri ctiy e school nursing services for nhvsicaliv 
handicapped stuc3entg . 198Q. — ^S£^''^>:S^^:^L^S^:^m 

School Nur'se"A"dvociates 
P.O. Drawer 1538 
Garden Grove, a\ 92640 




ASIHMA 



There are basically three things which happen when one has an asthna 
: Z . '"^cles surrounding the bronchial tubes go into spaan? 
(2) tutes tighten up and constrict the passage; and (3) mucus accunulates 
in the air passages whicii in turn narrows the size of the air passage. A 
child's susceptibility to suffer spaans may be inherited. An Sler^y to 
pollens, molds, animal hair- feathers, dust, and occasionally foods may 
cause attacks. Acute infections, excessive exercise, fatigue, or an 
emoticnal upset may induce an attack. Seme people who experience asthma 
attacks have a preoeeding warning signal suoH as a tickle in the back of 
tiie throat, a hacking cough- or a feelinq of tightness in the chest. Pale 
appearance, flared nostrils, fast noisy panting may also be present. 

Implications foe Programming: 

The child with asthma may need special help to keep up academically 
due to higher rate of absenteeism. In addition some of the prescriptions 
may temporarily hamper the child's ability to concentrate or may induce 
apparent hyperactivity. Modifications may need to be made in the child's 
program at school. Hie child with isthma can generally tolerate 
non-enducanoe physical education. Swiimdng. calesthenics and other stop 
and go sports are usually well tolerated. Allow relay games with exercise 
periods o£ one to five minutes and rest periods for five minutes or 
longer. Sane helpful hints for the classrocm teacher are: 

1. Pupils with asthma should be seated away frcm the chalk board and open 

2- Irritants should be minimized or avoided when possible such as smoke, 
chaJ.k dusjt, animal fur, odors frcm chemicals, cosmetics, or art 
supplies, molds and dust, and/or exposure to cold. 

3. Trcdi*ing in relaxation techniques, diaphragmatic breathing, and 
abdaniiial coughing may be a part of the pupil's prograiuning. 

4. Modifications of the diet because of food allergies should be 
carefully followed. 

5« Adhei-ance to any prescribed medical treatment should be encouraged. 

Many materials may be ocdeted and purchased through the Anerican Lung 
.i^sociation. One is "Super stuff " a packet with a children's book, poster, 
record, and other materials. There is also a film "Understanding Asthna 
m the Qaijsrocm." The Iowa Chapter of the Anerican Lung Association is 
located at 1321 Walnut. Des Moines, lA 50309 (1-800-362-1643). 
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SUGGES TIONS FOR m l,E.Jj_ : ASOHMA 



GOAL 



1: Improves school attendance by % 



SHORT TERM 
OBJECTIVES 

1.1 

Takes medications as prescribed 
as verified ty the parent/pupil 
school personnel for a 2 1/2 month 
period 



1.2 

Lists his/her known allergen (s) 
and describes method (s) of 
avoidance by February 1. 

1.2 

Demonstrates avoidance of the 
known allergen (s) as measured 
by parent/teacher/Special Education 
Nurse observations by May 15. 



1.4 

Demonstrates effective self 
care of upper respiratory 
infections as measured by 
parent/Special Education Nurse 
oDservation by May 15 



STRATEGIES 
MATERIALS 



1. 
2. 



3. 

4. 



Health counseling 
Consults witl:i staff 
members and parents by 
conference, telephone, 
or letter. 
Parent involvement 
Management of health 
problons on school site 



1- Health counseling 

2. Consulting with parent 

3. Parent invojlvaient 



1. Health counseling 

2. Parent involvetnenc 

3. ffenagement of health 
problQTi on sdiool site. 

4- Consulting with stafi; 
members 



1. Kealtti ooiinselj.ng 

2. Parent involvement 

3. Management of health 
probLefn on sdiool site 



GOMiJ: Describes and demonstrates appropriate brondtiial. hygiene 

techniques as measured by Special Education Nurs^e oteecvations. 

SHORT TERM 
OBJECTIVES 



2.1 Damonstrates breathing exercises that minimixie severity of 
asthmatic episodes acccrding to in., .ruction as evaluated by 
Special Education Nurse evaluation by (date ). 

2.2 Describes the benefits of postureil. drainage and percussion 
with 80% accuracy on SpeciaJ. Education Nurse designed te.'3t 
by (date). 

2.3 Demonstrates coughing technique used with postural drainage 
according to instruction as evaluated by Special Education 
Nurse observation by (date). 
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GOALJ: Increases knowlecJge of the physiology ot asthma as measured by 
Special Edjcation Nurse designed pre/post test. 



SHORT TERM 
OBJECTIVES 



3.1 



^!u4^^ ^^^^^ respiratory anatomy by labeling a diagram 
wxth 80% accuracy by (d ate^ . 

3.2 Explains the function of the respiratory system with 80% 
accuraqr on a Special Education Nurse developed test bv" 
ioate) , ' 

3.3 Ncfnes three physiological changes that occur during an 
asthmatic episode with 100% accuracy by (date) . 

3.4 Lists three methods of positive intervention during an 
asthmatic episode with 100% accuraq^- by (date). 



ReprintedwTth permission from: 

,^^y^^ Mi z ed .and prescri ptiv _e_^h_ool nursing services for Fhvsicallv 
handiccjippe d students , 1980. -™w ojc j: 

Sctiool Nurse Advocates 

P.O. Drawer 1538 

Garden Grove, CA 92640 
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HEART DISEASE 



v?"^^^ ^^^^^ disease includes those defects which are present at 
ni^; ^ recognized and surgically corrected during the 

new-born period, or may not manifest themselves until later. The child 
with significant heart defects may experience fatigue, poor nutrition and 
growth, and respiratory infections which require fre^ue^ nutrition and 

uf^h'^Si'^^^' °"f\ essential that school professionals work closely 

with the medical tean to assure an adequate educational program wiSiTthe 
restrictions required by the health status of the pupil. 

Other heart conditions may develop following bacterial infections 
which will require careful management and cooperation between hone and 
school. Notification to parents of any streptococcal infection of 

fn^^lTc SerTp^f ^^'^ ^^"'"^ precautio^ry 

For the student with a spinal cord defect or hydrocephalus which has 
iI^?oSted'^^?/iJ^ important to determine where the shunt 

u ! . ^ terminal is in the vena cava or the atriun of 

the heart it is i-portant that the student is covered by Sub-acute 
Bacterial Endocarditis (SBE) precautions*. 

Implications for Rrocj ranmiing 

o °" routine SBE precautions, it is essential that the 

Special Education Nurse alert school personnel working with the student to 

'^^ll/"^ ^"^PV^"" ^^^^ '""^^^ ^ that treatment may be 

started iraroediately. When toothbrushing is a part of the daily routine at 
school, speaal care must be taken to avoid injury to gum Ussue or the 



♦Information available through Division of Pediatrics, University 
Hospitals, Iowa City, lA 52242. 
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SENSORY 
IMPAIR MJENOB 
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HEARING IMPAIR^ENT 



CaTiiiu.dcation Disordered pupils have deficits in their ability to 
h!?^''!' fc'^'^^^L ?5 ^° auditory stimuli. The etiology of the 

deficit affects both the classification and severity of the irapainnent 
Types of loss referred to by the audiologist are; impainnent. 

1. Conductive loss— mechanical loss in transmission of sound fron the 
source to the inner ear. Causes of obstruction may inclu/ : 

a. obstruction of the canal due to cerun.-=n, atresia, or foreign 
bodies. ' 

b. abnormality of the tympanic membrane due to disease or trauma 

c. abnormal function of the ossicles due to fluid build-up or 
ossification of the ligaments. 

d. malfunction of the eustacian tubes. 

2. Neurosensory loss~a loss of transmission from the middle ear along 
the 8th cranial nerve. Causes of loss may include danage due to 
bacterial or viral infection, high tanperature, trauma, medications, 
or heredity. 

3. Central auditory problems ^cortical deaf ness)--although sound is 
trananitted through the conductive system and nervous syston the 
brain is unable to process or respond to the stimulus. 

Implications for Pco<^'an)rnin g 

The major concern educationally is the effect on communication and 
the development speech. It is important that impairment be identified 
early so that medical treatment and rehabilitation measures can be 
initiated. 

ihe Special Edicatiori Nurse can be invaluable as the liaison between 
the audiologist, the physician, the family, the pupil, and the classroom 
teadier in coordinating efforts toward ronediation and adaptation of the 
educational program to maximize learning. 

Further information can be found in the book by Haslan listed in the 
reference section and on the following chart showing effect of hearing 
loss on educational needs and programming. 
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IMPACT CW LEARNING 



SEVffilTY OF LCSS 
Normal 

Fluctuatina 



MildLoss 



Moderate Los s 
" (42-56dB) " 



Moderate to Sev er e 
" (57-71(fir~ 



Severe 
"lT2-91dB) 



Profound 

(92dB or more) 



EFFOTjDPJEARjgGJL^ 
None. 



May have difficulty with 
faint or distant speech. 



May have difficulty with 
faint or distant speech. 



Usually understand con- 
versational speech at a 
distance of 3 to 5 feet 
without great difficulty. 
May have articulation 
problems. May miss as 
much as 50% of class 
discussion if not in line 
of vision. 

Conversation must be loud 
to be understood. Will have 
difficulty in class and 
group discussions. Is 
likely to be deficient 
in vocabulary f language 
canprehension and usage. 
Is likely to have defect- 
ive speech. 

May hear sound of loud 
voice about one foot from 
ear, identify some environ- 
mental sounds, and distin- 
guish some vowels. Both 
speech and language 
problems. 

Deaf. May hear some very 
loud sounds. Speech and 
language must be developed 
by careful and extensive 
training. Relies on 
vision rather than hearing 
as primary avenue for 
communicatic»i„ 



EDUCATION^ ^^.^^'^ -.§L_ggggji^ 
None. 



Favorable seating in regular 
classroom. Possible speech 
reading. Frequently this is a 
medically correctable problon. 

Favorable seating in regular 
classroom. Possibly speech 
reading and hearing aid. 

Needs Special Education follow 
up. Hearing aid evaluation 
and training in its use. 
Special training in speech 
and language. Preferential 
seating. Special assistance 
in curriculun subjects. 



Needs Special Education follow 
up. Favorable seating. Speech- 
reading and auditory training. 
Special help in language 
skills, vocabulary develop- 
ment; usage readinvj, writing 
grammar, etc. 



Needs Special Education follow 
up. Preferential seating. 
Most usually training by 
educator of the deaf. Special 
emphasis on auditory training 
speech and language. 



Teaching by educators of the 
deaf. 



(Freely adapted from: Litke, Sp. 67 and Iowa Department of Public Instruction, 
"Special Education Programs for Hearing Handicapped Pupils.") 
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VISION IMPAIRMENT 



the vfsllaTproSss!'^'^" "^'^ '"''"^"^ accomplished through 

1. Research shows that only 1 of 4 children with faulty vision complain. 

2. An estimated 1 in every 20 preschoolers ages 3-5 have vision 
problOTS. Anong school-age children ages 6-17, an estimated 1 in 4 
have vision problems. In Iowa, approximately 160,000 school-age 
children have vision problems. 

3. Refractive errors requiring eyec^_asses exist in approximately 30% of 
cniidren. Ohe most conmon cause is myopia (usually first diagnosed 
at age 10-12). It is important to remember that the most common 
refractive error (not requiring glasses) is hyperopia because most 
children are normally born farsighted. Six to seven percent of 
children show a refractive error by age 6 years. Fifteen percent 
shew a refractive error by age 15 years. 



4- 



Hiere are approximately 41,000 children under the age of 20 in the 
U-S. who can be classified as legally blind. This figure represents 
8% of all blindness. 



6. 



Incidence of strabismus is approximately 3% in the total population. 
The onset of 45% of strabiatius is before age 2; another 40% have the 
onset between ages 2-4 years. 

Approximately 2-4% of the population have amblyopia. Of anblyopic 
preschoolers, 40% have refractive error; 60% have a strabiarius. 

The purpose of visiui monitoring is to detect those children who 
deviate from "normal" standards of visual functioning. Screening may 
Identify children who need referral for professional eye evaluations or 
those who may require special considerations in the educational 
envirornient. 

Screening is not diagnostic. Screening will not locate every child 
who needs eye care, nor will every child so referred need glasses or 
treatment. 

Observation along with vision screening is essential in making 
appropriate referrals. The follcwing behaviors and conplaints may be 
present: rub« eyes excessively, shuts or covers one eye, tilts or turns 
head to see, blinks more than usual, stunbies over small objects, unable 
to see distant or close things, squints or frowns frequently, sties or 
crusted eyelids, cross eyed, repeated headaches, ccmplains of blurry 
vision, visual motor difficulties, fine or gross motor difficulties, one 
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eye seems to "wander" (in, out, up, down), red eyes, ptosis, excessive 
tearing, sudden loss of vision, see flashing lights, pain in eyes, undue 

SuSf fifr '° eyes itch, txjrn, or feel scratchy, dizzISs^ o^ 

nausea following close work. 

are numerous visual acuity screening devices on the market, 
some of these include; 

1. ^ Snellen E or Letter 6. Titraus Machine 

I' ??^,^ 7. Keystone Machine 

3. Lighthouse 8. Peabody Functional 

^"^^2"^ 9- STYCAR-for Handicapped 

5. Dr. Pepper lo. Optokinetic Drun 

Screening for depth perception, pupillary response, corneal light 
reflex (Hirschberg), near point convergence, tracking, ability to pick up 
anall itQtis (1" or less) of various colors, cover/uncover test, color 
discrimination, and red reflex add to the level of more indepth screening 
which IS relevant to special needs pupils. 

Hie Special Ekijcation Nurse may be involved in screening and in 
modifying the school environment to meet the needs of the visually 
impaired student. In AEAs where teachers of the visually impaired are 
emplcyed a cooperative assessment can be most appropriate. Visually 
cSder wouId"be-'"^^ special seating arrangements. Sane factors to 

1. lighting—is bright, dim or average best, light or dark 
backgrounds? 

2. storage— must a magnifier, tape recorder, braille writer and/or 
typewriter be close at hand? Are books going to take up extra 
space? 

3. electrical outlets— how many machines must be used at one time? 

4. flexible seating— does the pupil need to move up to the board for 
certain activities? 

Sharing results of vision screening and exams with the teacher is 
important. The pupil may require larger print, materials which are not 
mimeographed, printing which is clear or other special considerations. 

Safety factors such as knowing where the exit doors are located, 
position of steps and stairwells, as well as outdoor safety may need to be 
discussed with the teacher and parents. 

Referrals may be made for a professional diagnostic evaluation and 
should include the results of your screening. The screening should be at 
the higl-iest level possible to include as much information as possible for 
the examiner. For those pupils who are not able to be examined by 
conventional measures, the examiner may choose to order a visually evoked 
response exam. 

Several examples of vision screening tools, test report forms and 
reports to both parents and physicians are included in this section. 
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2m 

CLonopin 

Diamox 

Dilantin 

Dimetapp 

Libriun 
Mellaril 

Navene 

Novahistine 

Phenobarbital 

(and other barbituates) 

Prednisone 



MSDICATIONS WHICH MAY EFFECT VISION 

Possible Vision Side Effectsl 



Tegretol 



Thorazine 



Valiun 



abnormal eye movements, diplopia, 
"glassy-eyed" appearance 

used in glaucoma treatment, transient myopia 
nystagmus 

visual disturbance, mydriasis (increased 
pupil size) 

blurred vision 

decreased visual acuity, impairments of night 
vision, brownish coloring of vision, 
pigmentary retinopathy 

blurred vision 

diplopia 

dilated pupils, blurred vision, 

r.ncreased intra-ocular tension (glaucoma- like 

conditions) 

prolonged use may produce posterior 
subcapsular cataracts, glaucoma with possible 
damage to the optic nerves, increased ocular 
pressure. Suggest ba£«line and periodic eye 
examination including slit lamp, funduscopy, 
and tonanetry 

blurred vision, visual haluci nations, 
transient diplopia and oculomotor 
disturbances, possible conjunctivitis and 
scattered, punctate cortical lens opacities 

deposits of firje particulate matter in the 
lens and cornea, advancing to star- 
shaped cataracts with extended use (these 
symptoms tend to occur after two years or 
more of use), pignentary retinopathy 

blurred vision 



iMost of this colunn is taken from the Physician' s Desk Reference. 
Medical Econotrics Co., Oradell, NJ*"" 

5/84 
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TEACHER'S REQUEST fX3R VISION EVALUATION 



ERIC 



student' s Name 
Teacher's Name 
School: ^ 
Address: 



mmmtm. m» 



School Nurse's Nane: 
Remarks: 



One check ( ) should be for signs or symptoms occurring occasionally, and 
two checks ( ) for those occurring frequently. 

A' s— Appearance of the Eyes: 

Eyes crossed or turning in, out, or moving 
independently of each other. 

Reddened eyes, watering eyes, encrusted — — — — 
eyelids, frequent styes. 

B's~Behavioral Indications of Possible Vision Difficulty 

Body rigidity while looking at distant or near 
objects or while performing in class. 
Avoiding close work. 

Unusually short attention span or frequent 
daydreaming. 
Turning of head so as to use one eye only, or 
tilting of head to one side. 
Placing head close to book or desk when writing. 
Frowning or scowling while reading, writing, 
or doing blackboard work. 
Using unusual or fisted pencil grasp, frequently 
breaking pencil, and frequent rotation of taper 
when writing. 



Spidery, excessively sloppy, or very hard to read 
handwriting. 

Excessive blinking or excessive rubbing of eyes. 

Closing or covering one eye. 

Dislike fOL- tasks requiring sustained visual 
concentration. Nervousness, irritability, rest- 
lessness, or unusual fatigue after maintaining 
visual concentration. 

Losing place while reading and using finger 
or marker to guide eyes and keep place while 
reading. 
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Saying the words aloud or lip reading. 

Difficulty in remembering what is read. 

Skipping words and re-reading. 

Persistent reversals after the second grade. 

Difficulty remonbering, identifying, and 
reproducing basic geometric forms. 

Difficulty with sequential concepts. 

Confusion of similar words. 

Difficulty follcwing verbal instructions. 

Poor eye-hand coordination and unusual 
awkwardness including difficulty going up and 
down stai.rs, throwing or catching a ball, 
buttoning or unbuttoning clothing, or tying 
shoes. 

Displaying evidence of developmental immaturity. 
Lav frustration level, withdrawn, and 
difficulty getting along with other children. 

-Complaints Associated with Using the Eyes: 

Headaches, nausea, and dizziness. 
Burning or itching of eyes. 
Blurring of vision at any time. 
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FUNCTIONAL VISION SCREEN ligc TEST 
Location/Classroom ; 



Age: 



DOB: 



i?es No 



1. Pupillary reflex 
(prompt/sluggish) 
Direct 
Consensual 

2. Blinks at shadow 

3. Turns eyes to light 
Right side 
Left side 

4- Momentary regard 
Object 
Berson 

5. Prolonged regard 
Object 
Person 

6. Eye contact 

7. Fixates on 4" object 

8. Shifts gaze 
Randomly 
Voluntarily 

9. Visually di.rected reach 
Attempted 
Accurate 

10. Tracks horizontally 
Light 
Object 

Tracks past midline 

11. Tracks vertically 
Light 
Object 

12. Tracks circularly 
Light 
Object 

13. Picks up or tracks 
Object less than 1'' size 
Ball rolling across table 
Persons moving about room 

14. Visually recognizes caretaker 
15- Cover gance/accomodati on 

present 



^.-,££IIS£ence R, L. alternating. 

Descr ibe if presenh? Ocular 
deviations, nystagmus, unequal 
ocular movements, crusting or 
discharge, apparent visual self- 
stimulatory behavior, any other 
problems: 



Record results of; 



Hirshberg 
Cover Test 
Red Reflex 



Des cribe a bnormal ities_£f ; 
pupils, iris, cornea, lens, sclera 
conjunctiva, lids, visual field, 
other 



Resu lts of ,any,,opthalmologi>.ai 
exams 

Action take i]; 
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TO: 
FROM: 



DATE: 

RE: Vision Screening 

Because your child's eyes are very important to his/her future, the 
Special Education Nurses conduct periodic vision screening. 

SCREENING TESTS DO NOT SUBTITUTE FOR COMPLETE AND REGULAR EXAMINATIONS^ 

Coring the vision screening survey at School 

0" — (date)r it was found that your child did not 

satisfactorily complete the vision screening test. Ohis is an indication 
that your child needs a more thorough eye examination. It is recannended 
you consider taking your child to an eye specialist to be examined. 
ELease ask your eye specialist to fill in the attached form at the time of 
your child's examination. ELeaae return the form to the school. 



Speci al" Educati on Nurse 



Principal 
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(SAMPLE FOm FOR USE WITH TITMUS MACHINE) 
Vision Screening Form 



C&te 
School"" 
NAME OF STUDENT: 



1. 


Visual Acuity 




2. 


Hyperopia 




3. 


lateral i=horia 


(Far) 


4. 


Lateral Fhoria 


(Near) 


5. 


Vertical Fhoria 


(Far) 


6. 


Vertical Phoria 


(Near) 



«§^4Ma£torii_ Not_Sati_s_factQr^ 



TO mE PARENTS: Ohere are indications that your child needs a more 
thorough eye examination. It is recommended you take your child to your 

^d re^S^ihls'f or"^ ' "^"^ questions^belc. 



Special Education Nurse 

GENERAL DIAGNOSIS: 



SPECIAL REOOMMSNDATIONS: 



GLASSES ARE PRESO^IBED: 



NEW LENSES ARE PRECRIBED! 




SAMPLE 



VISICN SUMMARY 

Birth CQte 

Parentis Nane 

Parent's Addreii' 

Date of last eye examination"^" (^tfialmo7ogisroT"(3pto^^ 

Vision History: glasses cataract _ coordination o^r 



To Be Completed by Screener 



Visual Acuity: 

Near point R.E. _ L-E. _ ' b _ Far point R.E. l.E. b 

Screening with glasses without glas^ — 

Test procedure used ^ ~— 

Canments on testing "____~] — 



Recommendati ons : Date' 
referral 

non-refer?al ZIJZ Signature of screifiiF 



To Be Carpi eted By Ophthalmologist or Optometrist 
Visual Acuity: 

Near Point without lenses R.E. l-E. b 



with lenses R.E. l.E. 

Far Point without lenses R.E. l.E. 

with lenses r.e. l.E. 

Refractive Error: R.E. 

L.E. 

Coordination: 

Organic: " 

Prognosis' 



B 
B 
B 



Were glasses prescribed: yes no ^ 

Glasses should be worn: all the time J'^for close work only 

for di stahce"only 
Other recommendations: 



Date 



Signature 



Date of return vi si t_ 

Plnase return to: 

Special Education Nurse 
(Address) 
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SAMPLE 



Summary of Ophchalmologist's Examination and Treatment 
for Incorporation in Educational Plan 



Dear Doctor: 



Your assesauent of thxs child's disease, treatment, and prognosis 
wxll be valuable in future educational placgnent and training; Answers to 
the brief questions below would be most helpful in formulating th^^st 
possible educational program for this child. uiawng cne oesc 

I. Examination Results 



A. Diagnosis: 

B, Distance visual acuity: 

C, Near visual acuity: 

D. Is binocular vision and stereopsis present: 
II. Treatment 



A. Medications prescribed and frequency: 

B. Are glasses helpful? 
Contact lenses? 

C. Should glasses be worn constantly? 
Only when reading? 

D. Suggested classrocm changes 

1. Seating location: 

2. Lighting: 

3. Large print books: 

E. Low-vision aid helpful? 

F. If prescribed, hew should low-vision aid be used? 
Ill, Prognosis 



A. Stationary or progressive visual loss? 

B. Anticipated end visual result if disease is progressive? 
At what age? 

C. Is surgery a possibility now or in the future? 



PUPIL NA^E: ^ 

J^TE: SIGNED: 



M.D. 
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GENETIC SiNDROMES 



;,nH J^fT ^f? f^erous syndrones which are seen anong handicapped pupils 
and a few will be described below. Much of the following information hi q 

1 : ^" reference section. /SdffiirF?iSKrwTT#^""Ei 

helpful to the special Education Nurse is: Regional Genetic SsulS?ion 
Service ot Iowa, State Department of Health, L^cas Stat^Sfic^ Builliiq 
Des Moines, lA 50319, Phone: 515/281-4906. Buiioing, 

Fetal ALoohol Sy ndrome 

_^«^ol is now recognized as the most cotnmon me-- teratogen to which 
the fetus is liable to be exposed. ctauuyeu to wnicn 

rfpfinf!n^,^^ ^^""t shown fetal alcohol syndrome may result in mental 
deficiency, cerebral palsy, fine motor deficits, microcephaly, facial and 
skeletal dysmorphia, heart murmur, and cleft palate tol^e a feS!^ 

The more subtle clinical features have been observed when the mother 
has oonsuned four to six drinks per day. wnen tne mother 

Abnormal brain developnent and lowered intellectual functioning, 
probably due to a reduced nunber of brain cells, are considered the most 
serious effects of ethanol and its by-products. «^"''i«'^ea tne most 

Prader-Willi Sy ndrcme 

Ihe etiology of Prader-Willi Syndrcme is unknown. A specific 
interstitial deletion in the Number 15 chromoscme at the Qll-13 region has 

SfJ^^.f^p?'?^"^'?}"'^^ P'^^"^ ^^"^"5 microscopy in about^50% It 
the cases of Prader-Willi. It has also been thought that the syndrome mav 
represent the consequence of a single localized defect in early ^ 
hypothalmic and/or midbrain dev^opraent. 

Symptoms noted in the Prader-Willi Syndrome may vary in severity .rid 
i?^? f^i stature, obesity from infancy to six years of age or be/ond, 
almond shaped or slanting palpebral fissures, strabiaiins, mental ^ 
deficiency, hypotonia, small hands and feet, and small penis and 
cryptorchidism. 

^ occasionally are poor fine and gross motor 
coordination, upsweep of frontal scalp, microcephaly, seizures, 
clinodactyly, syndactyly, diabetes mellitus, and scoliosis. 

A carrion and outstanding feature of the syndrcme includes the bizarre 
and binge type eating. Parents may comment that "this child never .seems 
to knw when he is full." It is most common in boys, but girls have had 
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The Rubella Virus is the causative agent and may ronain in the 
tissues and cause pathology years after birth. One exmaple is the 
developttfnent of diabetes mellitus due to long-term- chronic viropathy in 
the islets of Langerhans of the Pancreas. vx«.ut«uiy in 

d^fi^Sl!f'''^i^'®!.°^?^^ cteafness, growUi deficiency, mental 

bloid ve?s:l^bnnr.1^^^^'"''^^ "^'""^ ^P^"^^^' Strabismus, heirt and 
nf^oJ!^ abnormalities. Occasionally kidney problans, late eruption 

hvoSnitSlt^^f^^^i^^.K^^P^^'?^^"''' '"^'^ngo^^e, diabetes mail itui, and 
nypopituitariam, or other problems may be noted. 

Koh^i?®^^"^^®^ "^"^ °^ infection occurs when the mother contracts 

rebella during the first trimester. Risks also exist when infection 
occurs during the second trimester, especially deafness, growth 
deficiency, mental deficiency, and peripheral pulmonic stenosis. 

Prevention of maternal rubella by widespread adnini strati on of the 
attenuated rubella vaccine has made a significant impact on the reduction 
Of this syndrome. However, in Icwa we have a number of persons with 
religious affiliations who do not believe in any inwunizations. %io such 
groups are the Anish and Netherland Reformed groups. There mav be other 
HnHnf "^iKP^'i^ EdjcatioH Nurse will need to monitor such pupils 

during Rubella outbreaks. Ohe pupUs will have the blue "Certificate of 
Inmunization Exemption" card in the immunization card file. Refer to the 
Iowa Department of Health, Immunization Section, if a rubella outbreak 
occurs* 
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DOWN S!«!N DROME 



This syndrcme, also kncwn as Trisony #21, was first described in 1866 
and occurs more frequently than any other genetic error of develoanent. 
It was not until 1959 that the genetic cause was understood and the wide 
variations of involvement were clarified. The basic defect is the 
presence of an extra chranosome, #21, which can occur by one of the 
follcwing processes I 



1. Non-disjunction, which takes place during the formation of sperm or 
ovun and results in an extra chromosane in the fertilized egg (95%). 

2. Translocation, when the extra #21 chromosome is attached to another 
chranoscme (4%). 

3. Mosaician, when the abnormal division of #21 chrcraosome takes place 
after conception. Ihe extent of abnormalities depends on the time 
during growth of the fetus of the original defect and the percentaqe 
of aonormal or normal cells (1 to 2%). .r- ^ 



The determination of the type of chroraosonial abnormality should be 
encouraged to give as much information as possible about the potential for 
cognitive and motor development of the pupil. 

Im plications 

Several health problems which are found in this population are 
deserving of special attention from the Special Education Nurse in order 
to assist teachers and other staff persons in developing the most 
appropriate program for each pupil. Some of the problems and their 
implications for educational programming are shown below. 



Heal th Problgn 

1. Decreased resistance to 
infection, especially 
respiratory. 



2. Congenital defects of heart 
and/or GI tract. 



3. Muscular hypotonicity. 

4» Eye problans 

5, Mild to moderate obesi ty 



]m,gli_(ations f cy _Educ:a_t_i_Qn 

Increased absences. Early 
training foe nose-blowing, 
covering coughs, swallowing 
saliva, hand-washing. 

Notification of parents of any 
strep infection of classmate or 
staff. 

Early and on-going intervention 
for developing motor skills. 

Early visual evaluation. 

Nutrition management and increased 
activity. 



55 



ERIC 



69 



Usual dermatological treatments 
and increased humidity in the 
classroom. 

Increased fluids and dietary 
fiber. Toileting program. 

Meticulous tooth brushing and 
monitored self-help care. 

Early identification and 
modification of physical activity 
and physical education program. 
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6. Dryness of mucous membrane 
and skin. 



• 

7. Constipation. 



8. Difficulties with teeth and 
gums. 

9. Atlanto-axial joint 
instability. 
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GUIDELINES FOR OBTAINING CERVICAL SPINE X-RAYS 
IN DCWN SiNDROME CHILDREig 



The Special Olympic's requirement that all Down syndrcme children 
shnniH''n'S;.'"'K^f/"°J competing has sparked several questions. 

S ^^^f At what age? How often? what 

should be done if they are abnormal? This mono will suggest guidelines 
for the use of institutions and health care E^rsonnel involved wiS Ln 
^yndraiie children. It must be noted, however, that these are only 
tentative guidelines, as sufficient information for firm guidelines is not 
yet available. 

In 1964 a high incidence of atlantoaxial instability was noted in 
Down syndrcme children. AUanto-axial instability is an abnormally large 
movQiient between the 1st and 2nd cervical vertebrae. If this movement 
"^"^^^ weakness or paralyses, and even death can 

occur due to pressure on the spinal cord. Weakness or paralysis usually 
develops slowly, but can occur rapidly after even a minor traiwna. Ten to 
twenty percent of Down syndrome children have increased mov^ient between 
the 1st and 2nd cervical vertebrae, but only a small nunber of these 
develop spinal cord injury. The following are our recommendations for 
evaluating this problem. 

1. We recommend flexion and extension x-rays of the cervical spine at 5 
to 6 years of age. Seme children with normal x-rays before 5 and 6 
years of age will develop instability later, although very few, if 
any, will develop instability after 6 or 7 years of age. 

2. If the x-rays are normal, the child may engage in unrestricted 
activity. No further x-rays are routinely required. Routine yearly 
physcial examinations only are necessary. 

3. If the x-rays show atlanto-axial instability, the child should be 
referred to a physician f-r Uiar with the treatnent of Down syndrcme 
children, In general, if there s no evidence of spinal cord 
compression, the child should be followed with yearly cervical spine 
x-rays and physical examination and restricted frcm activities that 
could result in sudden forced flexion of the neck, e.g., tumbling and 
diving. In seme, children, the instability will resolve over time. 
Other children may require some permanent, minor activity 
restriction. If signs of cord compression are present or the 
instability is extreme, surgical stabilization may be necessary. 

4. For children older than 5 or 6 years who have never had x-rays we 
recommund the same cervical spine x-rays as for the younger children. 
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5. We feel that cervical spine evaluation shoiad become a routine 

occurrence at the time of enrollment at schools and institutions fiat 
educate Down syndrcme children. 

Information from the medical staff of 
University of lo^a Hospitals and Qinics 
Department of Orthopaedics 
Icwa City, lA 52242 



''Terences 



Piieschel, S.M., Soola, F.H., Perry, CD., and Pezzula, J.C. (1981). 

Atlanto-axial Instability in Children with Down Syndrome. I^diatrics 
Radial, 10: 129-132. 
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CYSTIC FIBRCSIS 



^Jlt"^ V-^J^^^^ ^ serious disease of childhood that affects 
u^.""^ the bodi^'s secreting glands in the intestines and paSc^Lr^hl 
lungs, and the salivary glands. These glands normally secrete a thin 
jjjcous. Which in cystic fibrosis becomes thickened, or ^scoul. %e 
thickening interferes with the normal function of the glands and is thP 
main cause of the disorder's serious problems? L the^^iSs^^i^rSLs 

Sf.';.^'-^'!^''' ^^^"^ muco^-bJocSf ^Isa^Saysf ' 

The associated scarring of tissues (fibrosis) gives the disSsTiS )^e. 

Irnj ^icatio ns 

^^"'2^^ problems for a pupil with cystic fibrosis can be 

explained by shewing the effects of the disease on various partroflhe 

^- §iiSaL4a2ds. -Ihe aveat of cystic fibrosis children contains much 

^"^^ chloride) than normal, with increased sweating in 
Hnc!?f^f or increased activity, these pupils must be monitored 
closely to avoid heat prostration. 

2. Gastrointestij^^^^ Because of the reduced amount of certain 

digestive enzymes that normally are excreted ty the pancreas into the 
intestines, the child cannot digest his food properirand fails to 
gain weight. Another evidence of a digestive pr obi «»i is the 
occurrence of nunerous large, greasy stools, A dietary progran to 
provide maximun nutrition should become a part of the pupil's health 

3- ^SSEirato^Si^ Pupils with cystic fibrosis have a history of 
coughing and wheezing because of the thick, viscous mucous and 
pulmonary infections are frequent and often prolonged. If medical 
in"thriEP postural drainage, this may r^ed to be inclucisd 

4. ggj^yvasciaar s^stgn. With decreased oxygen, an additxaial strain 
IS put on the heart and the fwpil's daily progran must allow for 
alteriate periods of activity and rest. 
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PHENiLKETCNURIA (PKU) 



PKU IS caused by an inherited error of metabolism in which the lack 
Of an enzyme results in an inability to convert the anino acid 
phenylalanine to tryosine. As proteins are ingested, the build-up of 
phenylalanine causes a toxicity which results in mental retardation, 
behavior problems, and other clinical features. 

Since 1964, mass screenings of infants for the defect has becooie 
mandatory in most states so dietary management can be started immediately, 
and these children can grow and develop normally. 

5SS£onsibi 1 iti esjof^ . 

1. It is essential that all school personnel understand the importance 
of the pheiiylalanine-restricted diet to insure the pupils compliance 
with the crucial dietary treatment. Ihe diet restriction must 
include any food which contains aspartave (Nutri-Sweet) . 



2. The Special Education Nurse should take responsibility for counseling 
teen-agers about the importance of acSiering to the phenylalanine- 
restricted diet before and during a pregnancy to prevent mental 
retardation in her own off-spring. 

3. Students with PKU may be photosensitive and subject to severe sunburn 
with minimal exposure. All staff should be aware of the necessity 
for protection of all exposed areas with an appropriate sunscreen any 
time pupils are outside. ' 

References - In the appendix are lists of national organizations for 
specific genetic abnormalities which can provide resource materials. 
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OTHER DEVELOPMENTAL DISORDERS 




61 



ERIC 



CONVULSIVE DISORDER 



The Special Education Nurse is encouraged to read texts listed in the 
yf^'!^''^ f^'^" ^'^^^'^ literature from the Epilepsy Foundation for 

indepth information regarding convulsive disorders. Detailed here is the' 
current International Qassif ication of Epileptic Seizures, first aid for 
a Grand Mai seizure, information regarding anticonvulsant therapv, and 
suggested forms for docunentation of seizures occurring in thel^ho^l 

I. International Qassif ication of Epileptic Seizures 

A. Partial seizures that begin locally (focal) 

1. Simple: motor, sensory, or autonomic 

2. Complex: temporal lobe 

3. Partial seizures that rapidly become generalized 

B. Generalized seizures without local onset, bilaterally syimietrical 



1. 


Absence, petit mal 




2. 


^Voclonic jerks 




3. 


Infantile spasms 




4. 


Clonj.c 




5. 


Tonic 




6. 


Tonic-clonic 




7. 


Atonic drop attacks (brief). 


atonic absence (longer) 


8. 


Akinetic (loss of movonent). 


usually in children 



C. Unilateral (or mainly unilateral), usually in children 

D. Undefined 
II. Febrile Seizures 

Up to five percent of children will have a febrile seizure. IViese 
generally occur between seven months and three years of age, Ihey 
are rare after age five. Ihey are characterized by generalized 
tonic-clonic movements that occur \,ith a rapid rise in tanperature. 
They have no focal features. If Uiese occur in the school setting. 
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the nurses' primary concerns will be to decrease the child's 
temperature and make provision for the treatment cf the underlying 
infection. This type of seizure might not stop without medical 
intervention. 

In children with a history of febrile seizures, immunizations may 
have been postponed and/or given in fractional doses. (See position 
paper in section on Inmunization. ) The school staff will benefit 
from periodic inservices provided by the Special Education Nurse 
regarding seizure management. 

A chart of clinical descriptions of seeizures follows: 
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INTERNATIONAL aASSIFICATICN OF SEIZURES 



rxjcation 



Partial S^nzures 

(seizures beyinning lcx::ally) 

1. Simple partial seizures with 
eianentary ^Y"iptcmatology 
generally without imf^innent of 
consciousness, 
A. with motoc symptoms 
with special sensory or 
somatosensory symptans 
with autonanic symptODS 
compound forms 



Simple 
Partial 



30 seconds 



C. 



2. Complex partial seizures with 
ca.plex symptomatology, 
generally with impairment of 
consciousness. 

A. with impairment of 
consciousness 

B. with cognitive 
symptomatology 

C. with attective 
symptomatology 

D. with psychosensory 
symptomatology 

E. with psychcmotoc 
symptomatology 

F. compound forms 

3. Partial seizures secondarily 
generalized 



Com pi ex 
Partial 



1-2 minutes 



Seizure Symptans 



Postictal Symptoms 



Vary; 

—sudden jerking 
—sensory phenomena 



No loss of 



May have aura 
Staring 

Automatisms, i.e. 
lip- smacking, 
picking at clothes 
fumbling 

Unaware of environment 
May wander 



Annesia for 
seizure events. 
Mild to moderate 
confusion 



Generalized Seizures 
(bilaterally symmetrical 
without local onset) 

1. Tonic-clonic seizures 

2. Tonic seizures 

3. Qonic seizures 
4« Absence seizures 

5. Atonic seizures 

6 . Myocl oni c- seiz ures 
bilaterally massive 
epileptic 

7. Infantile spasms 



Generalized 1-2 minutes 
Tonic-clonic 
(grand mal) 



Absence 
(petit mal) 



2-15 seconds 



A cry 
Fall 

Tonicity (rigidity) 
Qonicity (jerking) 
May have cyanosis 

Stare 

£Ves fluttering 



^nesia for 
seizure events 
Confusion 
Deep sleep 

Annesia for 
seizure events 
No confusion 

Able to resune 
activity 



III. First Aid for Epileptic Seizures 

A major epileptic seizure is often dramatic and frightening but 
usually lasts only a few minutes. It does not require expert care 
These simple procedures should be followed: ''^^""^ ^^^^^ 

A. KEEP CALM, ilou cannot stop a seizure once it has started. Let 
the seizure run its course. Do not try to revive the person. 

B. Ease the person to the floor and loosen his clothing. 

C. Try to prevent them fran striking their head or body against 
any hard, sharp, or hot objects, but do not interfere otherwise 
with their movanent. 

D. Ilirn their face to the side so that saliva can flow out of 
their mouth. 

E. DO NOT INSERT ANmiING BETWEEN OHE PERSQg'S TEEIH. 

F. Do not be frightened if the person having the seizure seons to 
stop breathing momentarily. 

G. ^ter the movements stop and the person is relaxed, he should 
be alleged co sleep or rest if he wishes. 

H. It isn't generally necessary to call a doctor unless the attack 
IS followed almost inmediateiy by another seizure, or if the 
seizure lasts more than about ten minutes. 

I. If the person is a child, the parents or guardians should be 
notified that a seizure has occurred. 

J. After a seizure, many people can carry on as before. If after 
resting, the person seems groggy, confused, or weak, it may be 
better to accompany them heme. ' 



Courtesy of: 
IOWA OHAFTER 

EPILEPSY FOUNDATION OF AMERICA 
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Antioonvtasant Medications 



Special Education Nurses need to be knowledgeable about the 
anticonvulsant medications which students with seizure disorders are 
taking. Coimonly used anticonvulsants, their reconmended dosage, 
therapeutic blood levels, and adverse reactions are found in the 
following pages. Teachers need to be aware of side effects of 
anticonvulsants their students are taking so they can observe and 
report changes in behavior to the Special Education Nurse. The 
Special Education Nurse should determine if parents are aware of 
possible side effects and if therapeutic blood levels are being 
checked on a routine basis. ^ 

The follcx^ing principles of anticonvulsive therapy should be 
considered: 

A. Give medications at convenient times of the day. Try to avoid 
adnini strati on of drugs during school hours. 

B. Frequency of adninistratior» is determined in part by the 
half-life of the drug. Dilc\ntin ana Zarontin can usually be 
given twice per day. ' 

C. Start one drug at a time, initially in a therapeutic, but not 
high, dosage. Attempt to control seizures with a single drug 
whenever possible. Significant drug interactions are probably 
frequent. ^ 

U. Try to use the safest and least expensive drugs first. 
Considered to be high-risk for side effects are: 

Mesantoi n Prednisone 
Tridione Itegretol 
Phenurone Depakene 

E. Attonpt to use tablets or capsules instead of liquid 
preparations whenever possible. 

F. Advise parents or patient of the name of the drug, milligrans 
in each unit, daily dosage, and reasonably common adverse 
effects. I^rents shiould knew about the possibility of behavior 
abnormalities that can result from Phenobarbital. 

G. Consider blood level determinations to aid in regulation of 
dosage regimen whenever indicated. 



H. 



Discuss need for f ol^ wing blood levels and the need for tests 
to determine adverse reactions at specified time when 
anticonvulsant medications ace started. 
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V. Medication Preparation 



DilantTn" (cSEtoyfhydantoin) 



Phenobarbital 

^Vsoline (primidone) 

Zarontin (ethosuximide) 

Dianox (acetazol amide) 

Tegretol (carbaniazepine) 
Qonopin (clonazepam) 
Tridione ( t rime thadi one) 

Valium (diazepam) 
Depakene (valporic acid) 
Nembutal suppositories 



FORM 
'"^^'biets" 
Capsules 
Suspension 



•feblets 
Elixir 

Capsules 
Suspension 

(Capsules 
Syrup 

Tablets 
Capsules 

Tablets 

Tablets 

Capsules 

Tablets 

Solution 

Tablets 
Injectable 

Capsules 
Syrup 



STRmm 

50 mg. TYeila^ trilngTef 
30, 100 mg. 
30 mg./5 ml. (Pink) 
125 mg./5 ml. (Orange) 

15, 30, 65, 100 mg. 

20 mg./5 ml. (Clear, Red) 

50, 250 mg. (White) 
250 mg./5 ml. 

250 mg. 

250 mg./5 ml. 

125, 250 mg. 

500 mg. (sustained release 
200 mg. 

0.5, l.C, 2.0 rrisjc 

300 mg. 
150 mg. 
200 mg./5 ml. 

2, 5, 10 mg. 
5 mg./ml. 

250 mg. (Orange) 
250 mg./5 ml. (Red) 

30, 60, 120, 200 mg. 



) 



Pmiiii"^p"^i°?^ °^ specific drugs may be found in information fron the 
Epilepsy Foundation or in the Physician' i 



's Desk Reference. 
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VI, Recxxnmendations 



To monitor adverse reactions of anticonvmsants, the following tests 
are reccnmended j 



Dilantin - 
TtegretoJ. - 

Depakene - 



Phenobarbital, 
t^soline, 
Qonapin - 

Zarontin - 



Q3C, urinalysis, at least every year. 

Initially, OBC with differential. One month after the 
drug has been started, CBC with differential. Then 
every 2 months. 

CBC initially (not definitely established)- SCOT 
(measures liver functioning) at the first and second 
month. If SCOT is normal, repeat every six months. 

CBC with differential initially, then every 
12 months. 



CBC and urinalysis at start. Repeat CBC and urinalysis 
at two months following its start, and every six 
months. 



Any mixture of drugs may produce uncomfortable, even 
dangerous, results. Ttie risk of this Happening is 
avoided when people on anticonvulsant medications check 
with the physician before taking any other medicine 
including nonprescription preparations such as aspirin 
or antihistamines. 
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VII. Antiepileptic drugs commonly used for children 



NAME_ 

Dilantin 

(di pheny Ihydantoi n) 



Phenobarbital 



TOEMD 

Grand Mai 
(Major Motor) 
Psychanotor 

Focal cortical seizures 



,DC»i^E 

4-7 mg7kg7day 



M/ soli lie 
(primidone) 



Zarontin 
^ (ethosuximide) 

CO 



I rand Mai 
(Major Motor) 



Grand Mai 
(Major Motor) 
Psychomotor 

'"^"rTMai " 



Blood therapeutic level 
JX)_-20_mc£/ml_ 



Gi nglvai Tiy per plTsili r"hi rFuTi smT' 
dermatitis, drowiJiness, gastric 
distress, nystagmus, ataxia. 



2-"5 mg7Rg/3ay 
Blood therapeutic level 
8-20 mgAg/day 




Blood therapeutic level 

.^JSiJSS2/3^^ 

"20"To"mg/kg7day 



ataxia, hyperactivity, questionable 
effect on cognitive performance 

Dr ow si ne ss , di zz i ness r"a birKTrTn^al 
behavior, ataxia, rash, blood 
dyscrasia, diplopia, nystagnus 



Tegretol 
(carbamazepine) 



Grand Mai 
Focal 

Psychomotor 



Blood therapeutic level 

iil:i0S_lpca/#_ 

8-15 mg/kg/day" 

(adult, 600-1200 mg/day) 



Dizziness- GI distress: nausea, 
vomiting, anorexia, leukopenia, 
kidney dysfunction 



Vomiting, headache, drowsiness, 
Ftaggering, blood dyscrasia 



Blood therapeutic level - 

J-JXJSiS^/sSi- 

Iriitiar doseTs"o"02""mg7' 
kg/day; gradually 
increase to 0.08 to 0.2 
mgAg/day 

lT-T20"mg7rVctuil 



Qonapin 
(clonazepam) 



Nembutal 
Suppositories 

DepalTcne 
(valporic acid) 



Petit Mai 
Minor Motor 



Grand Mai ~ Given """" 
rectally at onset of 

Pe"tit"Mal"" Grand" MaT," 
mixed, akinetic - 



Hyperactivity, short attention"" 
span, impulsive behavior, 
drowsiness, ataxia, vertigo or 
dizziness, confusion, excessive 

.-^•llfltlt-^iJlL^EopijiH 

Possible "r"espiratory "depres"s"i"on' 



15 mg /kg /day "i ni ti a"l"fy "- 
maximim 30 mg/kg/day. 
Blood therapeutic level 

.5i)jdaQ-aiy^jiil 



Nausea, vomiting, drowsiness,"' 
incoordination, dizziness, 
diplopia, skin rash, possible 
,^ttScts.iin_Uiie£„„ 
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VIII. Documentation of Seizures 

Every attendance center should have an effective procedural plan for 
docunentation of seizures which occur during school hours. Such 
documentation should always include communication of the information 
to the primary care-taker. Examples of seizure docunentation forms 

L OjL jL OW • 



Seizure Observation For 



m 



^Pii ^ Time A.M. 



P.M. 



^te Duration r^n sec 

/OIVCTY/BEHA\>^K3R_IM^^^ . 

'^M^MLIil^^m^§E]mE (Please Check Pertinent Information); 

Jerking of: Arms Stiffness of: Arms 

Legs (indiate right or left) Legs 

Movement: Fixed Rapid Movement Rolled Back 

Skin Color: Flushed Blue _~ — paie 

Drooling Yelling/Crying Voiding Soiling 

Respiratory Difficulty: Breath Holding how Lona 

Other Conments: ^ 



iOivrry/BEHAviOR pollcwing seizure: 



Person (s) Reporting 

— , (signature) 

^n.,.......„,...„..^.__, (signature) 



Di.stribution: White - Home with pupil 

Yellow - Special Education Nurse 
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SAMPLE 



NA^E OF PATIENT FHYSICIAN'S ^1A^E 

— P-^.,.-^ — ^ — r"i""-i — T"n — r~i — r 



1 1 1 1 






1 1 










"7- 


p ^. 1 


T r** X 1 


T 1 r 




1 "T""' 


J 1 1 l^irne 

1 T 1 r Duration""" 
I'll (seconds or 


T" 1 T 1 


1 1 1 






.J 1 j„ 1 minutes) 

1 r i r Activity 
' 1 1 prior to 

.J L i— — L„._SPi§?J^«„_« 




1 1 1 


1 1 




1 1 1 r^'Qiara'cter-'" 
I'll istics 
1 1 1 1 fmuscle 
I'll movements 
1 1 1 1 of body 
1 1 1 1 parts, 
1 1 1 1 rolling 










"i T i r^Soils" 
1 1 1 1 and/or 

J L ! L«.voids_ 

1 1 1 1 ActivTty 
1 1 1 1 following 
1. I I 1 eoisode 










1 j 1 j j j j 1 1 j j j III' 


1 1 1 1 








1 1 1 1 Injuries 
J L !, «L.J30ted _ 


7 1 — r— r 








1 1 1 1 Signature"" 
1 1 1 1 of individ- 
1 1 1 1 ual 
J 1 ! L_22£i»!P-entinq 



Source: Epilepsy Affiliate Division Iowa Chapter 
621 Ovid Avenue, Des Moines, lA 50313 
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^^:PJ^§j:93,^mj^jI^' convulsive disorders 

GOAL 1: Develops self-directed managenient of seizure disorder as measured 
by decreased number of seizures, impro^/ed self-concept and 
improved school attendance. 

SHQRl' TERM 
OBJECTIVES 

1.1 Follows prescribed schedule of medical supervision 100% of 

® as verified by parent/pupil/Special Education Nilrse for 
10 months. 

1.2 Takes medication as prescribed 100% of time as verified by 
parent/pupil and Special Education^nursing during school. 

1.3 Follcws prescribed physical activity regimen 100% of time as 
verified b^' parerit/pupil and Special Educationliurse durina 
school year. ^ 

1.4 Participates in % of school's social and recreatinal 

activities as verified by teacher /parent /pupil and Special 
Education Nurse during school year. 

1.5 Describes the dental care necessary if he/she is taking 
Dilantin with % accuracy by (date). 

99^.2: Knows that seizure disorders require continuous medical 

Nurse^'designed^tSt^"'^'^^^ measured by a Special Education 

SHORT TERM 
OBJECTIVES 

2.1 Describes the consequences of not following the treatment 
regimen with % accuracy by (date). 

2.2 Hans and describes an appropriate life-long exercise reqimen 
with % accuracy by (date). 

2.3 Explains the procedures necessary to obtain a driver's 
license with % accuracy by (date). 

2.4 Follows referral to the Department of Vocational 
Rehabilitation ^or job evaluation and training and reports 
results to Special Education Nurse by (date). 

2.5 Explains why it is necessary to infocm all health 
practitioners of his/h^^r seizure disorder befote any 
medical/dental care is initiated with % accuracy bv 
(date). — ' 
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2.6 Wears Medic-Alert identification bracelet 100% of time as 
sch'^ryea^'.^''"'''^"^'^ '"^ '^'''^ ''"^'^^ ^"^^ 

GQAL^: Increases knowledge of the pathophysiology of the brain as it 
relates to seizure disorders as .^easuredby Special SSc^ti in 
Nurse designed test, ^uuition 

SHORT TERM 
OBJECTWES 

§^(date)! ^'""'^ "^"^'^^ -* accuracy 

?!fjribes symptoms of his/her disorder with % accuracy by 
iSatei- (Aura, seizure activity and post-ictiT period). 

^'^ '^^^^pi'^^?^'°^°2:■°^ f^'^'^ disorders with % accuracy by 
(date). (Idiopathic, hereditary or genetic, RSHge.ietic or 
a^uired; organic: post-traunatic, ^st-he^orrhagi^, 
post-anoxic, post-infectious, degenerative, congenital, 
parasitic brain disease, post-hypoglycemic injury; febrile- 
f ivf year^^f °^er 104OF between ages of six minths and* 

3.4 Defines terms associated with seizures with % accuracy by 
igate). (Aura, tonic, clonic, electro-encephalogran - EEG) 



*Caution: May occur at lower temperature. 



Reprinted"with perrnission fron: 

in^J^duaii^d,and..£]^sc^^^ nursing services for chvsicfiiiv 
h§i?ScaEEed.stu^ts, 1980T a~--^.^^-iSes.tor.^sican^ 

School Nurse Advocates 
P.O. Drawer 1538 
Garden Grove, CA 92640 
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ATTENTION DEFICIT DISORDER 



Attention Derxcit Disorder (formerly called NtLnimal Brain D/sfunction) 
?«'^'"nJ'^"^"^'^ mentally retarded population, although it usually 

IS found in pupils of normal intelligence. It can be present with or 
without an accompanying hyperactivity. Primary characteristics of the 
disorder are a short attention span, distractibility, impulsive bebavior, 
mStoJ skills ""^^^^^ ^ difficulties with both gross and fine 

A . '^^ u^^^^ Education Nurse, as a manber of the educational team adds 
data to help in identifying the condition through neurodevelopnental 
screening and observation of the pupil in the classroon. The Conner's 
Rating Scales, both the parent and teacher questionnaires, help to achieve 
a more objective picture of behavior and should be used both before and 
after intervention is started to docunent the effectiveness of treatment. 

The Special Edjcation Nurse should monitor height and weight every 6 
to 12 months for any pupil on psychotropic drugs and staff and parents 
should be informed of the possible side effects cDf the medications. These 
may include suppression of appetite, abdominal pain, changes in emotional 
status, and, rarely, a display of bizarre behaviors. The Special 
Education Nurse serves as a liaison between the sctiooi and pupil's 
physician to assure accurate monitoring of the medication and its 
effectiveness. 

Abbott Laboratories provides forms for the Connor's Rating Scales 
which are included in this sectioii,. Ross Laboratories provides copies of 
the Standardized Growth Qiarts developed by the National Center for Health 
Statistics. 
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m INSrau^ENT for the ASSESS^ENT OF HYPERKINESIS IN CHILDREN 



rhiiHrln H^f teacher rating forms are useful in the assesatient of 
children diagnosed as hyperkinetic due to minimal brain dysfunction 
While there is still a need for a great deal of further r^Ie^S in'this 
area, the forms included here offer the virtues of relLbili?? and 
drug-sensitivity (these forms have been used in extensive cli^c^ trials 
involving nearly 1000 hyperkinetic children). cnnicai trials 

^-o-if ^f^^ effectiveness, the child should be rated initially by both 
teucher and parent prior to begirming therapy, while not on any aLl^ptic 

h^rlr^,w'''''t^^^"'- ^""^ ^^^^^"9" ^^^e as baseline i^diStors of 
hyperkinetic activity prior to therapy, and progress r.ay be evaluated bv 

^^f^??^.^^ '° ^^^^^^^ froo, later forml Due t^t^e ^ 

variability between raters, it is important that all subsequent ratings be 
made by the individual who made the initial rating. "^^^"^ ^^^^^^^^ ^ 

ho«n^f^ forms contain ten phrases describing specific traits which have 
Deen found co be of prime importance in the syndrane of hvoerkinesis 
fnrf 28 (teacher) or 48^ (parent) ph^S^s o^ Jh; 

hfrl-no?^®^ ^^^1^?® necessity brief, and utilize non-technical 
terminology, ihe total score of these ten phrases on each form 
Sroo^i^®^ Hyperkinesis Index. Ihis index reflects the severity or 
obSwef P"^"^ ^ hyperkinesis in the child as reflected by the 

Each of these traits is scored from 0 to 3 as follows: "Not At Al]" 

?uch" a?3''°5^fi%2; Little" as 1, "Pretty Much" as 2, and "Very 

Mucn as 3. These ten phrases are as follows: 

1. Excitable, impulsive. 

2. Difficulty in learning. 

3. Restless in the "squirny" sense. 

4. Restless, always up and on the go. 

5. Fails to finish things. 

6. Childish and immature. 

7. Distractability or attention span a problem. 

8. Easily frustrated in efforts. 

*9. Mood changes quickly and drastically. 
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*10. Denies mistakes or blames others. 



*11. Disturbs othei- children. 

*12. Demands must be met immediately. 

These appear in the parent and teacher rating forms as follows: 

Parent Rating Form - 4, 10, 11, 13, 19*, 25- 30- 31. 33*, 37 
Teacher Rating Form - 1, 3**, 7, 8**, 14, 15, 21, 22, 26, 28 

*This item appears only on the Parent Rating Form. 
**This iteni appears only on the Teacher Rating Form. 

The Hyper kinesis Index is derived simply by totaling the scores of 
these ten items on each form. The nunerical range of this Index is 0 to 
30; a higher score indicating a greater degree of hyperkinetic activity i 
judged by parent or teacher. In previous studies, a total score of at 
least 36 points on the combined parent and teacher indices (with a 
teacher's score of at least 18 points) was necessary for a child's 
inclusion into the basic study group. 

In practice, these forms have been found to be useful rating tools 
when ajTOtd-tited at approximately three to six week intervals. It is 
suggested that shorter intervals be employed whenever the Hyperkinesis 
Index is used to assess the outocxne of altered or newly introduced 
therapeutic regimens. 
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Parent's Questionnaire 

Name of Child 



Date 



Please answer all questions. Beside each item below, indicate the decree 
of the problem by a check mark (V) ^ 



^-^PjCks a t thing s (na. ls, fmgers. hair, clothing). 

2. Sassy to grown-ups. 



Not at 
all 



Just a 
little 



3. Problems with making or keeping friends. 



4. Excitable, Impulsive. 



5. Wants to run thin gs. 

6. Sucks or chews (thumt); dcthing; Diankets). 



7. Crtes easily or often. 



8. Carries a chip on his shi)uider. 



9. Daydreams. 



10. Difficulty in learning. 



11. Restless in the "sf^'jirmy*' sense. 



12. Fearful fcf new situations; new people or places; going to school), 



13. Rest'ess, always up and on the go. 



14. Destructive. 



15. Telis lies or stories that aren't true. 



16. Shy. 



17. ^Gets r.tc more t'cubie than others same age. 

18. Speaks d.^^erentiy Vcm ethers same age (baoyTa'k; 



twt!e''nc. ^a'cJ tc u-c'e'stand). 



*5. De- es r stakes or b'^res others. 

20. OuiaTeiscme. 

21. Pouts a-'d sulks. 



22. Steals. 



23 . Di sob edient or obeys but resentfully. 

24. VVc'^-es more than others (about being alone; illr.ess or death). 



Fa 's :o f--! sh tr^ings. 



2c. Fee r easily hu-l. 



27. Bw' .es others. 



28. U'^ar e tc s*cp a repet t ve activity. 



29. Cruel. 



30. Childish or Immature (wants help he shouldn't need; clings; needs constant reassurance). 



31. Distractibility or attention span a problem. 



32. Headaches. 



33. Mood changes quickly and drastically, 



34. Doesn't like or doesn't follow ru'es or restr ictions. 

35. Fights constantly. 



36. Doesn't get along well with brothers or sistsrs. 



37. Easily frustrated in efforts. 



38. Disturbs other children. 



39. Basically an unhappy child. 



40. Problems with eating (poor appetite; up between bites). 



41. Stomach aches. 



42. Problems with sleep (can't fa'l as»eep: uptoo early; Lp in the mght). 



43. Other aches aiid pains. 



44. Vomibng or nausea. 



45. Fee's cheated in family circle. 



46. Boasts and brags. 



47. Le!s self be pushed around. 

46. BcAel problems (^^eQwentiy loose; irregu a' habits; cor^st pa'jon). 
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Pretty 
much 



Very 
much 



-I 
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Teacher's Questionnaire 



Name o( Child 



Date of Evaluation 

Please answer all questions. Beside each item, indicate the degree 
of the problem by a check mark {^) 



Grade 



Not at 
all 



Just a 
little 



Pretty 
much 



Very 
much 



1. Restless in the "squirmy" sen se. 

2. Makes inappropriate noises when he shouldn 't. 

3. Demands must be met immediately. 



4. Acts "smart" (Impudent or sassy). 



5 . Temper outbursts and unpr edictable behavior" 

6. Overly sens itive to criticisni" 
7. 



Distractibillty or attention span a problem. 



8. Disturbs other children. 



9. Daydreams. 



10. Fouls and sulks. 



11. Mood changes quickly and drastically. 

12. Quarrelsome. 



13. Sub.missive attitude toward authorit y, 
-est'ess. a'v.ays "up a-.j pn the go/ ' 



15. Excitable. i.Ti pLiisive. 

16. Excessive demands for teacher's attention. 



17. Appears to be unaccepted by group. 



16 . Appeals to be easily led by ether children. 
19 . Nc se^.s e of fair play. 
_2Q^_Appe a>'s to lack leaders hip?^ 
21. Fc tcf.r -sh things t^at he Starts! 



22. Ch.'dish and immature. 



23. Denies mistakes orb'ames others. 



24. Dees not get along well with other children. 



25. Uncooperative with classmates. 



2 6. Easily frustrated in efforts. 

27. Uncooperativ e with teacher. 
26. Difficulty In learning. 
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ESyOiCSOCIAL CWARFISM 



Psychosocial O^arfisni is a relatively new area of concern in the 
meciical and educational field. There are six primary symptons of the 
disorder. 1) retarded grc^th, usually below the thir d^r ce?ltile, and 
dS?^wo^%?P^^""f^ accomEanied by significant cognitive and motor 

delays; 2) unusual relationship to food (present in over 85%) fron 
^S^^°"f to going foe long periods without food resulting in 

^i^^Sn?f ®"^°"Lu^ """^"^ ^^'^^ ^^'^ indiscriminant drinking, 4) 

fii^lnr Ji^^ !?'^ ^"^""^y^ 5J regressive behaviors 

and 6) disturbed interpersonal relationships with indiscriminate 
affection. 

Families have not been well studied and more data needs to be 
collected. Early information supports the following: maternal 
description is one of isolation, loneliness, frequent depression, low self 
hf^ fH?"' hopelessness and desperateness, and difficulty in assessing 
«hL^2 .^r^'TT' ^^^'"^^ description is one of physical or anotional 
absence f ran the hone, sometimes alccholic or abusive and not anotionallv 

? ^f^^y- ^^^^y *^^"bed as chaotic^SS^xve, 
often filled with abuse and neglect in parents' background, rigid, 
controlling, and often in financial difficulty. 

i"?? 5"^? significant with the middi.e child or child born closest 
to the first born or closely to the third born as the most likely 
candidate. Frequently the psychosocial dwarf becanes the scapeqoat in 
conflict between the parents. The parents deny the child is smaller, s^t 
unrealistic expectations for the child, and often think the child is ' 
deliberately behaving in such a way as to spite the parents. 

Interventions involve: 

EiJiMlSL-assesament. This includes more purposeful observation by the 
present classroom teacher and former teachers, peer contact 
evaluation, the development of an individual grid keeping accurate 
growth and develognent records, and observation of the child in the 
classroan as well as observation of interaction between the parents 
and the children. 

2. Plarming. A multidisciplinary approach is most effective. A greater 

S/ °£ ?f^^,?®^u"'^y ^° ^® psychologist. Special Education 
and/or Public Health Nurse, and the social worker. Anticipation of 
removal of the child from the home is very real and the following 
questions may be valuable for the nurse to ask in assesanent and 
planning. 1) what is the safety and well being of the ciiild if not 
rojoved? 2) What is the family's capacity to change? 3) Are there 
sufficient resources in the family and community to implement the 
necessary changes? 
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3. iQl^JP^ntation. Unis involves cx3ordination of the multidisciplirarv 
group and the organization of ctocumentation. 

Treatment is aimed at prevention and the promotion of wellness. 
Improving family information and understanding of normal devel oriental 
milestones, improving the quality of home envirorments, as well as 
assessing reasonable expectations of behavior are important. Prograns for 

^JrltTJ ? risk Children can be initiated. Questions in screening 
programs may include the following: ^ 

1. What is the level of parent's knowledge of growth and developnent? 

2. What is the teacher's expectation of behavior? 

3. What is the parents' expectation of behavior? 

4. What families are of highest risk? 

5. What physical assessments should be done— how often? by whom? 

Krezor's book, "Diet and Nutrition" has a chapter on Psychosocial 
CWarfism which explains the physical and physiological changes which 
result frcin the poor nourishment and its affect on the pituitary gland. 

It has been found that once the conditions improve fey this child, 
either through removal form the home or accepted parental responsibility 
for the child, the child begins to catch up on growth and developnent, 
although never completely. According to authorities, first the weight 
improves, then the stature, and finally the head circuuf erence. These 
improvements in themselves can confirm the accuracy of the diagnosis. 

Information from a presentation at the meeting of Iowa Special 
Edjcation Nurse Organization, Spring 1985- by Rojann Alpers, Faculty of 
the University of Iowa College of Nursing. 
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NUTOJTIONAL DISORDERS 



The nutritional needs of the developmental ly disabled pupil often 
differ markedly from those of normal pupils. Hyperactivity, cerebral 
palsy, or high muscle tone may require increased caloric intake due to 
toS'mirr^J^ expenditure. Ihe pupil who is immobile or has low muscle 
fnr nJ^^iH?^ 'ifi^^®' calories to maintain body weight and may be at risk 
for Obesity. Allergies, medication, family or cultural requironents may 
necessitate changes in dietary intake. 

Common parental and professional concerns relating to handicapped 
pupil's nutrition may include: ^^b^t^a 

1. Slav growth in length and lack of appropriate weight giUn. 

2. Excessive weight gain in relation to gains in length. 

3. Refusal of the child to consune specific foods and/or qroucs of 
food. ^ 

4. Bizarre feeding patterns such as pica. 

5. Lack of appetite or excessive appetite. 

6. Gagging, vomiting, or runination. 

7. Food allergies, constipation, obesity, or anemia. 

8. Abnormal motor patterns that af.'iflct a child's ability to consu e 
food. 

5. Inability or unwillingness of the child to finger feed and/or to 
self-feed, 

10. Limited attention span or disruptive behavior at mealtime. 

Palmer and Ekvall suggest that a detailed nutritional assessment would 
be in order if a child is suspcted of or exhibits any of the following: 

1. TWO standard deviations above or below the mean weight for aqe on 
a standard scale. 

2. Mechanical feeding difficulties, or neurcmotor dysfunction, e.g., 
problons in sucking, avallowing, and chewing. 

3. Feeding skills below those anticipated for the developmental le^ el 
of mental age. 

4. Unusual food habits, e.g.. pica or food faddian. 

5. A twenty-four hour dietary' recall indicating an inadequate or 
imbalanced dietary intake. 
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6. Nutritional management required as with inborn errots of 
metabolism, malabsorption, allergy, or metabolic disorder. 

7. Unusual body odor. 

8. Overt fhysicial signs of nutritional deficiency, e.g. anemia. 

9. Qnotional disturbances and associated feeding probJons, as in 
autism or anorexia nervosa. 

10. In a high risk category, e.g.. taking stimulant or anticonvulsive 
drugs, coning from a very poor family, living in very poor 
housing. ' 

The Special Edjcation Nurse is referred to the excellent reference 
regarding nutrition by Palmer and Ekvail listed in the reference section, 

The Nutrition Division of the Iowa State Health Department supplies a 
newsletter and serves as a resource. University of Iowa Hospital School 
conducts a monthly weight manageinent clinic, ihe drug conpanies (Mead 
Johnson, Ross Labs, etc.) supply good materials on nutrition. Local sales 
representatives can assist in obtaining these. 

Ihe Special Education Nurse may be involved in modifying the school 
lunches foe pupils with diabetes or those on a weight management progran. 
Sane suggestions for developing lEPs for these pupils follow in addition 
to a form for a dietary evaluation. 

u , J^f references have been developed which give nutritional information 
helpful to students and parents. F ast Food Fact s gives food values of 
Items from fast-food restaurants. Convenience Food Facts gives food 
values for prepared foods. Uiese can be ordered from Inter national 
IJabetes Center. Park Nicollet Medical Foundation, 5000 West 39uh Street. 
Minneapolis, Minnesota 55416 (612/927-3393). 




DIETARY EVALUATION 



Name, 
DOB;' 



Pacterns 
Time : 

Where : 
With Whora: 



Food Intak e (24 hour Recall) 
BREAKFAST. 



Time : 



Where : 



With Whora: 




Time : 



Where : 



With Wi>om: 



T'.me 




Frulc 

Meat 

Egg 

Bread 

Pac . 

Cereal^ 

Sweetner 
Milk 



Fruit Juice, 
Ouher 



LUNCH 



Meat_ 

Bread^ 

Fat ] 

Fruity 
Milk *" 



Beverage^ 
Ocher 



DINNER 



Meat _ 
Meat Subst, 
Potato 



Vegetable 
cooked 
Raw _ 

Salad 



Dress ing, 

Bread,^ 

Fat 



Sauce/gravy^ 

Fruit [ 

MIU. 



Beverage^ 
Dessert^ 
Other 



Amt . 



BETWEEN MEALS 



vitamin and Mineral supplement 

Amount • frequency 

Iodized salt 



Source of flourlde 
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Date 



Food Sucunary 

To c v» 4 

Dairy Produces Daily Serving:: Serv;t\jN 

Milk 

Cheeses 

Other 



Heat Croup 

Meat -Fish- Poultry 

Legujiiea 

Peanut butter 

Egg 



Vegetable & Fruit 

Potato 

Green/Yellow Veg^ 
Other Veg. 

Citrus fruits 

Ocher fruits 



Bread/Cereal 
Bread 
Cereal 
Rice 



Others : 
Candy 
Pop 



Score 



Chips »etc^ 
Des8ert6_ 

Pat 

Wafer 



15"adequacc 
12-borderl ii.v; 
10-Do 3 d. 



.i ✓ 



Appetite 

Self -feeds 

Spec^al diet 

Food allerglea^^ 

Foods regularly omitted^ 



^Aasis ted Dtpendcn L_ 



Favorite foods 



Illness 



Religious or ethnic factors^ 

Economic status 

i^ood stamps^ 



What foods do you believe are good i 
children 



Screened by. 



aiNICAL ASSEJS^ENT 



Qinical assesgnent is the use of two parameters, physical signs and 
anthropometric measurements, to detect nutritional def iciences and 
excesses. Anthropcmetric measurements may suggest malnutrition at an 
earlier stage than physical signs which often do not appear until 
malnutrition has been prolonged and severe, 

ffly-Sijal,§^s» Physical signs are considered to be of value in 
nutrition assessment and are usually associated with a nutritional 
deficiency, although nutritional excesses may also be seen. Signs of 
malnutrition may often be mixed and may be due to tiie deficiency or excess 
of two or more micronutrients. Any physical finding that suggests a 
nutritional abnormality should be considered a clue rather than a 
diannosi'3 and should be pursued further with laboratoi'v and dietary 
studies, ' 

Table #1 shws physical signs indicative or suggestive of 
malnutrition. 



TABLE 1 - EHYSICAL SIGNS SUGGESTIVE 01!' MALNUTKmON 



Hair 



Face 



Eyes 



Body Area Signs Assoc^at^d wi th MaJ. nutrition 



.Possibiej^uses, 



Lack of natural shiner hair dull and Protein-cardnX"(P- 
dry; thin and sparse; color changes C) deficiency y or 

(flag siqn)f can be easily plucked. of other nut r i ent s 

Skin color loss; skin dark over P-C deficiency; 

cheeks and eyes, deficiency of B 

complex vitamins 



Moon face; enlarged parotid glands 
Scaling of skin around nostrils 



Small, yellowish lUDps around eyes 
(xanthelasma); white rings around 
both eyes (corneal arcus) 

EVe membranes pale (pale con- 
junctivae) 

Xerophthalmia; 1) night blindess 
2) dryness of eye membranes (con- 
juctival xerosis); 3) dull appearing 
or soft cornea (corneal xerosis) 

Redness of mer jtanes (conjunctival 
injection); ring of fine blood 
vessels around cornea (circum-corneal 
injection) Bitot's spots 



P-C deficiency 

Niacin, riboflavin, 

pyridcxine 

deficiency 



Hyperlipidemia 



b12, folic acid, 
or iron deficiency 

Vitamin A 
deficiency 



General poor 
nutrition 
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Eyes "fcontJ' 



Lips" 
Tongue' 



Teeth 




Glands 



Skin 



-Signs As_s_oci>tegi7 ith^^^ 
Redness" and T i ssur i ng of ^~eTi3 
corners (angular palpebritis) 

■ReHnesTrnd^swenTn^^ 
lips (cheilosis); especially corners 
of mouth (anqulajr Mssurgs and scar s_)_ 
Swelling, scarlet and raw" tongue; 
smooth tongue; swollen sores; hyper- 
enic and hypertrophic papillae; 
atrophic papillae 



Magenta (pui:plish color) tongue 



.K)ssible_Cajjses^ 
'Niacin anH"'"""" 
riboflavin 
def_ici ency__ 
'NiacTn, riboflavin" 
deficiency 



Folic acid," 
riboflavin, 
Eyridoxine, 
and/or zinc 
deficiency 



niacin 

vit. 

iron 



Teeth may be missing or erupting 
abnormally 

Caries 



Gray or white spots f fluorosis) 



Thyroid enlargement 



Parotid enlagement 



Riboflavin 

def iciency _ _ 

'General poor"" " ~ 
nutrition 

Excessive intake of 
highly refined 
carbohydrates ; 
general poor 
nutrition 

Excessive flouride 
intake 



Hvpogonadian 



Small or large ttniors around joints 
of hands, legs or skin (xanthcma) 

Dryness of rkin (xerosis); sandpaper 
feel of skin (follicular hyperkeratosis) 
flakiness of skin 



Black and blue marks due to skin 
bleeding (petediiae) 

Skin a^ollen and dark; red swollen 
pigmentation of exposed areas 
(pellagrous dermatosis) 

lack of fat under skin 

Yellow colored skin 



Iodine deficiency 
or toxicity 

General poor 
nutrition 

Zinc defici ency 

HyperlipidapYa ~ 



Vitamin A 
deficiency or 
excess; essential 
fatty acid 
deficiency, P-C 
deficiency 

Vitamin C and/or K 
deficiency 

Niacin deficiency 



P-C deficiency 
Carotene toxicity 
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-Srea Si gns ij^s_ociateg"wlth JSln ^^^^^ 

rcont) Hyperpignentation 



Cutaneous fiushinc 



Nails 

Cardio^ 
vascular 
System 



yis spoon snapea tKoiionycnia 

■fechycardia (greateY~tfian IMTJ 
enlarged heart 



, Possible^ Cauges"_ 
iMtiple vTtamin" 
deficiencies 

Jliaci n^toxicit^^^^ 



— Nails spoon sha^'dTkjilon^dTgT^ llZj^Sd'^M^^^TT 

" ' ' ^ ^ THamTne'^Yiciency 



Nervous 
System 



Muscular & 

Skeletal 

.'Systems 



GastLO- 

intestiiBl 

System 



General 



ERIC 



Elevated blood pressure 



Coronary heart disease 



Listlessness 



Excessive sodium 
intake 

Excessive 
cholesterol, fat 
and /or caloric 
intake 



Loss of position and vibratory 
sense; decrease and loss of ankle 
and knee reflexes 



P-C deficiency 

Vitamin b12 and 
thiamin deficiency 



Muscle weakness 



Muscles have "wasted" appearance 

Baby's skull bones are thin and soft 
round swelling of front and side of 
head (frontal and parietal bossing); 
baty's soft spot on head does not 
harden (persistently open anterior 
fontanelle); small bumps on both 
sides of diest wall (ribs); bowed 
legs; swelling of ends of bones 
(epiphysial swelling) 

Muscalar-skeletal hemorrhages 
Pseudo- paralysis 

Calf tenderness 

Bilateral edema of lower extremities 

Demi ngral izati on <y tone - ost eogor osis 
Liver enlargement 

Liver and spleen enlargeir.ent 

Gastritis 

Anorexia^ r^usea 



Nausea and vom iting 
Growth failure 



fhosphorus 
deficiency 

P-C Deficiency 

Vitamin D and 
calcium deficiency 



Vi^ arain C 
def i ciency 

Thiamin deficiency 

Protein deficiency 



Protein deficiency 

Hyperlipidemia 

Niacin deficier-cy 

Magnesium 
deficiency 

Vitam in A Toxicity 
P-C deficiency 
Zinc deficiency 
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FEEDING STUDENT WHO REQUIRES ASSISTANCE 



General Guidelines 

A. The procedures outlined here are for students who are able to 
take nutrients by mouth, but because of disabilities, are not 
able to take adequate amounts without assistance. 

B. Preventative Measures 

1. Amount of food per bite and speed of eating should be 
dictated by the students' preferences and abilities. 

2. Hot foods should be fed while still hot (be certain not too 
hot); and cold foods, cold. 

3. If possible, be certain food is of the right consistency for 
person to chew; if the person is unable to chew, use soft 
foods, 

4. Be aware of any food allergies the student may have. 
Feeding 

A. Pirpose 

1. To supply nutrients to those students who are unable to eat 
witho'jt assistance and to provide training in appropriate 
eating skills. 

B. . Preparation of Students 

1. Place student in sitting position unless it is not 
recommended. 

2. dean student's hands und face if necessary. 

3- Inform student of food being served if he or she is able to 
understand. 

4. Place covering on student's ctiest to protect clothing. 

C. Personnel Recomiendations 

The procedure for feeding a student who needs assistance, which 
follcvs, may be performed by qualified designated school 
personnel under indirect supervision. 

D. Procedure 
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1. 



2. 



3. 



Cut food in small bite size 
pieces unless its texture 
does not require it. 

Carry food to student's mouth 
but have the student 
participate in the procedure 
as much as possible. 

Offer liquids throughout the 
feeding. 



4- 
5. 

6. 



Record amount of food eaten. 

Reposition student to 
ccwf or table position. 

Record procedure on daily 
log. 



Key , , poi nt s and j3r Pr^|l^j one 
Do not feed too fast. 



Be certain student is swallowing 
food. ^ 



Anount of food per bite and speed 
of eating should be dictated by 
the student's preferences and 
abilities. 



Student sliculd be encouraged to 
drink all liquids. 



References 

Kruger. Ingeborg, Pfediatric disorders of feeding, nutrit-inn z mo^.K^i^ 
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HEALIH PROBLEMS 
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HIGH INCIDENCE HEPLm CONDITIONS 



The pupil with physical handicaps and moderate to severe mental 
ii^bSfty? ""^^^ ^ ""^"^ ^° seizures, infections, and the sequela of 

The subject of seizures has been addressed in the section on 
handicapping conditions of this manuaj. under Convtasive Disorders The 
incidence of upper respiratory infections and otitis media is high for all 
S^d?^e^ particularly for the presdiooler and the pupil with cSn 

The problans of immobility include skin breakdown, contraaures, lunq 
congestion, constipation [or diarrhea). Ihe pupil with cerebral palW may 
have difficult/ with chewing and swallowing which ccmpranises intake of 

t^Si !?^h ^rili? S"^,"'^ signmcantly affect growth and developnent. 
The pupil with Down, Hurlers, or Prader-Willi syndrane may easily become 

^""^ ?\^f? ^ ^^"^^y monitored at school and at hc^ie. 
Another potentially serious problen is that of decreased fluid intake and 
the resultant dangers of dehydration. 

Sample copies of treatment modalities will be found in this section 
for constipation, dehydration, otitis media, and colds which will be 
heiptul to staff and may be given to parents. 

Helpful discussions of usual childhood health problans may be found 
in the references whidi are listed in a separate section of this manual. 
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CONSTIPATION 



ur^nr. ^^^'^^^P^^i^" ^ co^nion Drobl 'SQ in children. Because infants and 
young children with developmental disabilities may not be as SysiL?!v 

SeYttSS^^^^^^ difficulties .ay also ..e^dis^se^th'^i 



What is Const:! cation? 

11 1 iiiii i»a—w— — 



Constipation means hard, rock-like bowel rnovanents. if stools arp 
or1;St"f?h^"' con^tipeition. C^onstipat on shoald^ 

prevar±ed because it can cause aWcsninal discanfort, cfecreaSd appSire 
and irritability. Pushing to pass Uie hard stool cau^toi^odSoids 
fissures cracks around the anus whicii may bleed) and SrSy^ctal ' 
prolapse (bowel tissue forced out through the anus). If const StiL 
becomes severe, stool may become impacted (int.estin^l obstrSrtiS) cL.inn 



surgical, correction. 



There are ^ variety of ways to treat and/or prevent constimtion in 

trlaS^n?"!?^""'^ "^'^^^"^ ^^^^^ try'^dietary 3s o? 

treatment before usina medi ca ti ..iffi,- ' ' c^i^uo ui. 



^« ^ •o.s.u.v.iis OK 

treatment before using medicatiuis 
^etary Ttgataieiit 
1- EKTRk FWIDS 

Offer your child water or juices between feedings, Ihe vouna chiirf 
should also be offered fluids frequently throughout Ehe dav A^a?? 
ama^t Of prune jui^ on a daily basis may pre^^rconltigiion Tsft acts 
as a natural laxative. Prune juice may t^ste better if mixed wiS ano?h^r 
3Uice such as apple, apricot, or cranberry. Prune juice^ay aJsTb^ ^ ' 
frozen to make popsicles which many children find fun to eat. 

2. HI3H FIBER FOODS 

Fiber makes the stool softer and easier to pass. However, it is 
crucial to pro.ide increased fluid when adding fiber to the diet. 

If your baty is eating solids, offer daily servings of 
^ helE^uf."''^ P'^'" ' ^ especially my 

, ^, S^2iana_child; High fiber foods include raw and cooked fruits and 
vegetables, especially those with the peel left on such as pluns' Prles 
aS'nprL?r''°''; P"?"?!!' ^^^^^ ^ith skin. Whole gr^n'brL^f' 
wSii-f £ f ^ '^oi^ wheat bread can be used instead of 

white biead. If your child dislikes bran cereal, try bran muffini; o? 

92 



ERIC 



107 



A blend bran cereal in a blender or food t^rocessor and add to your child's 

regular cereal. ^ wiAi.u b 

3. KARO SYRUP 

or milk! ^"^ ^^P- ^'^'^ ^"^o ^rup to each 4 oz. of formula 

4. LIMIT FOODS HIGH IN FAT 

^h.e/?^^ high in fat may be constipating. Limit the anount given of 
^^.rt (^0 ""Ilk, cheese, and ice cream. Never give more tiian 1 

Zur r.^^..^ ^^"""^^ ^ SEtecifically recommended by 

your pnysician. ' 

Medi cat! ons ; 

1. STOa SOFTENERS 

If dietary management of constifation has been unsuccessful- check 
with your physician about using a stool softener. Stool softeners are 
safe foe use with infants and young children and are available in 
drugstores without a prescription. These should be given on a reqular 
basis (every day or every other day) to keep stools soft. 
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2. RECTAL LAXATIVES OR SUPPOSITORIES 



Some children may need additional assistance with evacuation of 
stool. This may require the use of a rectal laxative or suppository if 
recommended by your physician. ^ 

3. ENEMAS 

Enemas should never be given to an infant or child without the 
reccmnendation of a physician. Too many enemas may disturb thp chemical 
balance in a child's system. Children may also become dependent on enemas 
in order to have a bowel movement. 

When Shoul d I Seek Medical Attenti on? 

Contact your doctor if: 

1. The dbove treatment steps have been unsuccessful- 

2. Your child has not had a bowel raovorient in 5 days. 

3. Your child's abdomen is hard and distended (bulging). 

4. There is blood or mucus in the stool. 
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DEHYDRATION 



JL^-9§hy d^at ion ? 

;,rtni».?^^^K and young children are more prone to becoming dehydrated than 
adults. Dehydration means an abnormal decrease in the body's fluid 

hp S^Ic ^ ^"^J*' ^ P^^^" 1°^^ water frJm his body tt.an 
he takes in. dehydration occurs. Severe dehydration causes cheniical 
imbalance inside the body which may result in death. 

Oiildren can easily beccme dehydrated when they are ill because thev 
lose body water through vomiting, diarrhea, and fever. Children with 
f^f disabilities are especially at risk for dehydration because 

they are often anal ler than other children, may have difficulty sucking or 
swallowing fluids, or may refuse to drink when they are ill. 

ligiLgan_I_Tell if Child is Dehy^drated? 

The foil wing may be signs of dehydration: 

weight loss 
pale dry skin 
dry mouth 
lack of tears 

decreased urination (less than 4 wet diapers a day) 
irritability or drowsiness 

Contact your physician if you notice these signs and your child will 
not drink. ^^^^-^^ wxxx 

Hey is Dehydratio n Treated? 
1. EXm FLUIDS 

The following are the opcimal daily fluid requironents for children: 

3 months 25-30 oz./day or 2-2 1/2 oz./lb./day 
6 months 32-38 oz./day or 2 oz./lb./day 

9 months 3C-41 oz./day or 2 oz./lb./day 

12 months 38-43 oz./day or 1 1/2-2 oz./lb./day 

2 years 45-49 oz./day or 1 1/2-2 oz./lb./day 

4 years 53-58 oz./day or 1 1/2 oz./lb./day 

(Fluid includes milk or focmula, juice, water. Kool-Aid, soda pop, 
and fluids mixed with solid food.) 
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If your child is ill. he or ahe will require more fluids to prevent 
dehydration. Try the follcxving suggestions to increase fluid intake: 

a. Give small, frequent sips of water or juice 

b. Offer jello or jello water 

c. Offer popsicles 

d. Make slushes with crushed ice and juice 

e. An electrolyte solution may be given when prescribed by your 
physician ' 

f. Try using a syringe, spi^on, medicine dropper, straw or straw 
bottle to give liquids, 

2. TUBE FEEDINGS 



If your child cannot take an adequate amount of fluids by mouth, tube 
feedings may be required. 

Nasogastric tube (NG tube); This tube is placed through the nose, 
down the esophagus, and into the stomach. It is usually used for 
totiporary replacement of fluids. The tube may be taped in place and 
changed every few days, or a new tube may be inserted for each feeding 
Parents can be taught to put the tube in themselves, 

53s^ostan^_^be: This tube is used when a child is chronically 
*5ehydrated or has difficulty taking fluids by mouth over a long period of 
time. Children who have difficulty sucking or swallowing may benefit from 
this type of tube, Ttie gastrostomy tube goes directly through the 
abdominal wall into the stomach, and is put in by a surgeon, The tube is 
stitched into place but can be easily removed when it is no longer needed, 

3. HOSPITALIZATION 



Hospitalization may be necessary if your child becomes dehydrated. 
Tube feedings may be needed, and your child may need to have an IV to 
replace fluid losses. Blood and urine tests will help to determine the 
type and extent of the dehydration. 
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COLDS 



Colds are caused by a virus which is the anallest of all qerms 
Viruses aie usually not affected by antibiotic therapv- D^inq SI'first 
year of life, it is not uncoimon for a child to get 6-10 cold^? S^ere fr 
things that can b. done to help the cold symptoms. ^^^"^^ Ihere ar 

1. Encourage clear liquids, like water, anpie juice, chicken soud if 
doi^glils " """"^ ' "^"''^ '''''^ the'E^TsicLn'Cefire'' 

2. Use a vaporizer or hutiidifier to put moisture in the air- Be certair 
^r^L^''^ ^^^Z^'^^'^^' "^^h it «ith hot soaR^ water IvSy 
S^ld'fLch '^'^ ^^EX)"2er is out Of 

3- If the child is congested in the nose, put two drops of salt water 

iS^.?"" 'ii: ^''^ ^ ^"^^ ^"^^"9^ to draw it out. l^en 
repeat on the other nostril. To make salt water- use 1/4 teaspoon 
salt in 1 cup of water. teaspoon 

4. Put the head of the bed higher than the foot of tiie bed. 

a. Use 2 or 3 pillows with an older child. 

b. Put slats of crib higher on one end than the other, or 

c. Put books under one end of the bed. 

^* to sleep or eat well, even with doing the things 

sSSr;s2^!! Physician about giving a decongestant or cough 

6. Consult with your physician about giving medication for fever. 

7- If these things do not work, or if your child segns increasingly ill, 
call your physician. aox«iyj.y m, 
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OTITIS ^ED^A 



otitis media is an infection of the middle ear which occurs most 
often in c.uldren under six. This usually develops after a cold or sore 
throat when air is displaced with pus and fluid* Without treatment, 
pressure can build to the point of rupturing the tympanic membrane and the 
jnfection may spread to other ares. With any indication of ear 
infections, it is important to get prompt medical attention and follow 
instructions carefully. Compliance with the prescribed treatatient regimen 
c!!f ^'^?^^ follcw-up evaluations should be encouraged and monitored by the 
Special Education Nurse. ^ 
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SCREJENING 
HEALOH ASSESS^ENT 
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SCREENING PROGRA^B 




Vision 



1. 

3- 
4. 
5. 

6- 



Height and Weight 

Dental 

Hearing 

Blood Pressure 

GcxDliosis 

Conmuni cable Disease 



Criteria for selecting whom to screen, 

a. Known incidence in a given group 

b. Importance of early identification - better ronediation - less 
complications 

c. Events that may predispose certain group to increased risk 
Criteria for screening procedures, 

a. Approved by those professionals who will do the evaluation of 
children with potential problems 

b. lype of equipment identified 

c. Training program for screeners 

d. Frequency of screening 

e. Criteria for referral for professional evaluation 

Procedures foe notifying parents of screening results and for 
follow-up. 

Approval of district Board of Education if this is a newly 
implemented program. 

Identification of available professionals for evaluation of high ri 
children identified, ^ 

Financial resources available for those children whose families 
cannot assune the cost of professional evaluation. 
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HEIGHT AND WEIGHT 



Measuring height and weight has been routine for the school nurse 
but the past few years have brought an increase in the basic understanding 
of the growth process. ^ 

The hypothalraus in the brain controls the release of the growth 
hormone which a.Jts on the kidneys ana liver to release protein. The 
resulting process of normal growth causes an increse in length, volixner 
and weight of the body. However, faulty functioning of the hypothalmus, 
pituitary, liver, kidney, or bone can be a contributing factor in the 
short stature syndrane oc other groyth abnormalities. Other factors 
affecting growth may abe genetic, pre-natal, endocrina, nutritional, or 
envirormental influences. 

Normal growth rate is at least 5 cm per year before the growth spurt 
during adolescence. A pupil with a growth rate of 3-5 cm needs to have 
height and weight re-assessed more frequently. A pupil who is growing at 
a rate of 2.5 an or less needs referral for further evaluation. A pupil 
who is below the 5th percentile and has a slow growth rate also needs to 
be monitored closely, with possible refeu'ral. 

The charts developed by the National Center for Health Services, 
available through Ross Laboratories, are helpful for monitoring the qrowth 
curve of individual pupils. 
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BLOOD PRESSURE 



The American Heart Association has encouraged monitoring of blood 
pressures of school age children for early detocSon of hySrtensive 
tendencies. Blood pressure readings should be a part of elS pupil's 
health record. The following charts can be used ^ thrsSSal E^cftion 

S^^f^K'^^^'f^^'^.P"??"'^^" measurements and moSto? pu^is at^sk' 
Health education should include information about the risks of 

thfJiSf!"" ^""^ "^"^^ ^""^ encouragement of a life-style to minimize 

When taking blood pressure readings, it is important to have a cuff 
of the correct sxze available. Significant inaccuracies due to 
xnapproprxate cuff size can cause unnecessary concern or dangerous 
cOTEaacency and should be avoided with the use of proper equipnent. 
Notations sliould always be made of which arm was used and wheSlr iie 
pupal was seated or lying down. 
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5 ^0 12 14 16 18 AGE 



Blooa pressure measurement percentiles prepared bv thp Nntmnni Honrt i , 
and Blood Institute's Task Force on Blood PresLre Control n Ch,^^^^^^^^ f 
plement) Vol. 59, No. 5 Part 2, May, 1977 control m Children, (Sod- 

chart°'afe' S^'nten?ed^^^^ "'^'^ ^^^^^^^^ ^'^d.na, tne 

^P Jte^^^^ol,^^ t^e Su;^;^t^rf^.\,°; ^p^lt^nt'oTp^^s^^rts^ ^^^^ 

?S?h'' np';rPnTS '^n'°' ' ' ^ ^'"^'^ ^'^^'^^^^ meosurer^ent (, e greatef han 
H c^^P® '^'^ aPPdrently healthy child does not necessan v re ipr^ 

disease; ,t ,s necessary to repeat these measurements o?er ^me to oplcln'^a 
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of Birfh. 



BLOOD 
PPESSur?E 
rrim Hg 



BOYS 

(right arm. seated) 



PERCENTILES OF BLOOD PRESSURE MEASUREMENT 

SYSTOLIC 




PEr?CENT|i c 



18 AGE 



Blood pressure meosurennent percentiles prepared by the Notional Heart Luna 
and Blood Institute's Task Force on Blood Pressure Control in Children fSuo- 
plement) Vol. 59. No 5 Part 2, May. 1977 ' 

"Because it does not follow that a single high pressure is an abnormal finding the 
Charts are not intended for use in assessment of an individual child's biood 
pressure at a single point in time but rather for the plotting of pressures durina 
growth and maturation . . a single elevated measuremento.e , greater than the 
95th percentile) in an apparently healthy child does not necessarily reflect 
disease; it is necessary to repeat these measurements over time fo obtain o 
'•"end. 
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SOOLICSIS 



r. J^^^^^ ^"'^^ "^""^ information on screening 

procedures. This section will discuss three types of scoliosis- 
Idiopathic, congenital, and neuranuscular. 

Idiopathic scoliosis is divided into three forms: infantila, 
Duvenile, and adolescent. The infantile form (birth to 3 years of age) is 
more common in males and in children with low birth weight and muscl? 
^J^ nf'- has a poor prognosis. Ohe juvlnile for^^i to 10 

years of age) is more equally distributed between the sexes. The severity 
Sof^^.?""^! increases with groyth. The adolescent form (age 10 years 'o 
skeletal maturity) is predominant in fonales with a ratio of 7 to 1 
Juvenile and adolescent scoliosis in a male should be carefully 
^^i'c^iS®'^; .Accompanying cafe'-au-lait spots shotUd be checked for. 
SiLSnf °i,t^°P^^c scoliosis is unknown, but it has a genetic 

"^nbers of a fanily should be examined if onl is diagnosed 
with scoliosis. Special attention should be paid to offspring of ^ 
ifSnJ;ff scoliosis. In about 85% of cases, idiopathic scoliosis 

fif iTh'^ °" '^'^ ^" ^® remaining 15%, the curve iSay become wor^ 

and lead to severe oaformity- "= wutoc 

In congenital scoliosis, the vertebrae are abnormally developed. 
This needs to be confirmed by x-ray. This type of scoliosis requires 
close follow-up. If the defect is progressive, it may requirelurgery. 
Congenital scoliosis, due to an absence of vertebrae or fusion of several 
vertebrae, is often associated with congenital anomalies of other organ 
systans within the same segmental level, particularly involving the 
genitourinary tract and heart. 

Neuromuscular scoliosis occurs as a result of neuromuscular 
disease. Conditions which are characterized by aunormal muscle tone (as 
cerebral palsy) cause the child to sit or stand with the spine out of 
aligraieni-, resulting in curvature. In neuromuscular scoliosis attention 
needs to be directed to the underlying disease. Treatment includes 
positionii J, bracing, and sometimes surgery. 



References 



Blackman, J. (1984). Medical aspects of deygi oEnTgri^aiH^ 

SSiLq££.n birth_to_tt3ree. Gaithersburg, MD: AspeTsfStanT'cSFg:" 

NgLson;s.textbook of pediatrics (1979). Philadelphia: W.B. Saunders 
Company. 

Weiner, H.L., et al. (1978). gfedi^i cj?eur_ol ogy fpc^^the housgjjf fi^r . 

Whaley. L-F. and Wong, D.L. (1979). iNursin£ care of infants and 
SlJii^^Len. St. Louis: C.V. tosby' Comparer 



104 

119 



HEALIH ASSESSMENT 



ERIC 



105 



IZG 



HEALIH ASSESS^ENT 



reason^!^^ assesanent of the child with disabilities .s conducted for several 

1. To determine the child's health status 

2. To identify any neurological sign which might be indicative of 
specific learning disabilities 

3. To clarify the child's strengths as the basis for future planning 

4. To develop a physical and mental health maintenance plan for the child 

is important that the child with disabilities maintain optimun health 
status for two major reasons: ^ "caj.ui 

1. To insure that the child's limited energy reserves are not consumed in 
handling a physical health problem; for instance, a child with fever 
blisters (herpes simplex) may be distracted fran learning because of 
the initial pain associated with these lesions, 

2. To insure that the child's school attendance can be as regular as 
possible foe optimum learning. 

The assesanent of health status may consist of data frcra information 
gathered from several sources: 

1. Health history 

a- General infon^^tion 

b. Specific information suspected to be indicative of special problcans 

2. Observation of the child 

3. Physical assesanent and review of systons 

4. Neurological assesanent 

5. Reports from laboratory and other tests 

The following guide indicates sane information which fshould be elicited 
from the primary caretaker or from the nurse's examination of the pupil. 

Ihe chart which follows shows some examples of abnormal findings and the 
implications these might have on the pupil's ec.u^tional progranming. 

Several forms are included in this section as samples only Each AEA or 
LEA can develop forms which are most functional for each situation. 
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HEALIH ASSESS ^ENT GUIDE 
At-Risk or Disabled Children 



Child's Nane: 
Chronological Age: 
Adjusted Age; 
Developnr.^ntal Level: 
Cfete of Assessment; 
Diagnosis (es): 

I. B IRTO KIS'ID RY 

ProblQus during pregnancy, labor, and delivery; gestation, Apqar 
scores, birth weight, neonatal problems, ag& at discharge. 

II. INTERVAL NEDICAL HISTORy 
Illnesses, hospitalization, accidents. 

III. gjRRMT. CXNCERNS- W QR^^^^ REGARDING QIILD'S HEAivm 

IV. GRCWra (plot on growth chart) 
Length, weight, head circumference. 

^' NUTR JJION/FEEDING 

Method (breast, botUe, cup, NG. gatrostoroy, etc.); type of food; 
amounts; iron source; fluoride; feeding sctiedule; duration of 
feeding; position (high chair, parent's lap, infant seat, etc.); 
problons with sucking, a^aila^ing, choking, gagging, regurgitation, 
vomiting; estimated caloric intake (calories/kg.); if tube fed: 
type and size of tube, frequency of tube change, .:ate of last tube 
change; indicaUn of satiety; resistance to feeding, feeding skills. 

VII. IMMUNIZATIONS 

VIII. MEDICATIONS 

Type; dosage; method of adnini strati on; blood levels monitored (?); 
parent's under stanuLng of purpose and side effects. 

IX. ALLERGffiS 

Medications, food, environmental allergies, fanily history of 
allergies. ^ 

^* giyjgW OF SYSTEfg 

A. Head: size, shape, anterior fontanelle open or closed. 
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§ilSlLJ^^senti^ type, location, swelling, redness, signs of 
increased intracranial pressure (irritability, lethargy- bulginq 
fontanelle, vomiting, eye deviation). 

a^es: tracking, visual ai:uity, strabismus, swelling or drainage, 
seen by ophthalmologist (?). i-ai.wyL. 

D. Ears: hearing status, pulling at ears, drainage, presence of 
tubes, past ear infections, seen by ENT(?). 

E. Nose; congestion 

^' ^"th^^^£Ogt; drooling, pooling of secretions, pist throat 

infections, lesions, nunber of teeth, currently teething(?), oral 
hygiene practice, seeing a dentist (?). 

^' ^M^atori;: breathing pattern, wheezing, retractions, dyspnea, 
tachypnea, cyanosis, do parents know CPRC?). 

1. IF ON frequency, concentration, method of adnini strati on. 

2. TOAOi: frequency of trach care- parent's ocrafort level. 

3. SUCTICNING: frequency, type of equipment, results. 

4. APNEA MONrrOR: type of monitor, schedule of use, frequency of 
alarms, type of stimulation needed. 

5. CHEST FT: correct procedure, schedule, child's tolerance, 
results 

Cardiovascular r known cardiac defects or murmurs, cyanosis, 
sweating, color and temperature of extremeties. 

I. GI: vaniting, colic, unbilical hernia, diarrhea. 

1. BCWEL ELIMINATION: frequency of bowel movanents, stool 
consistency and color, blood in stool, cathartics used. 

2. TOILET TRAINING: developmental readiness, parental 
expectations, age at onset, procedure, consistency, type potty 

J. GU: bulging in groin (hernia) or scrotum (hydrocele); unusual 
genitalia. 

1. URINARY ELIMINATION! frequency of urination, anount. 

appearance of urine, stream or dribbling, past UTIs, odifetous 
urine, toilet training (see above). 

^* Ne uromuscular : posture, muscle tone (stiff or floppy), syrmietry 
of movement, anount and method of mobility, motor milestones, 
temperature control. 

1. SPINA BIFIDA: motor and sensory level affected. 

2. SEIZURES: description, frequency of occurrence, precipitating 
events, duration, pcst-ictal phase, seen by neurologist (?) , 
had EEG(?), on anticonvulsants (?) . 




^* ^Si^ks32iil£' contractures, scoliosis, leg length, 
discrepancy, areas of warmth, redness or swelling, past 
fractures. 

M l^i?: temperature, color, texture, rashes, bruising, lesions, 
decubiti, stoma care (i.e., gastrostomy). 

XI« ^^^lEPIJ^iL^E^ (f^ay Obtain frai other disciplines) 

A. Social/Einotional. 

B. Cognitive. 

C. Communication. 
C. Sensorimotor. 

XII. SLEff 

Sleep patter.is, schedule, type of bed, location of bed, night 
awakening and parental response. 

XIII. TE^gERA^EN T/BfflAVIOR 

Temperament, crying patterns, temper tantruns, and parental 
response, irritability and soothing measures, self-carforting 
behaviors, communication of needs, discipline, understanding of 
infant's cues. 

XIV. ASSISTIVK DEVICES 

Type of car seat, bath aid, stroller, wheelchair- bracing or other 
special equipment. 

XV. SAFETY. 

Safety strap on equipment, hot water tanperature, dangerous 
substances, and medication out of reach, stairwell gates, outlet 
plugs, etc. 

XVI. FAMILY ADJUSTIMT 

Who is primary caretaker (?); interaction style of parents and child 
sibling reactions and participation; reaction of extended family 
members and frie^.ds; babysitter available and utilized; day care 
services used; perceived changes in family lifestyle; do parents 
have social outlets (?); acceptance and understanding of diagnosis; 
coping patterns; support system; involvement in parent support 
group; knowledge of community resources; what do they like best 
about child (?). 
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HEALm ASSESSMENT OF SCHOQL-^ED CHILDREig 



£Eiorit^.Agsesa^^^ 1) pre-school (pre-K) Anytime: 1) Child identified 

2) Athletic parti- 
cipation 

Historic: 1) Major past health problans (physical and emotional) and 
treatment 

2) Orderly review of systems 

3) Information regarding current and past special problems of 
other family members ^ KwiJians or 

4) Information about chilo's academic achievonent and school 
adjustment 

5) Immunizations 



^SsesaneiTt: Physical, Einotional, Intellectual Stat 



us 



Age S_creeni nq/Eyauati on/DyNppfjpH 



Preschool ; 



Grade School: 



Adolescent: 



Special Areas 



Vision-R/0 strabismus, amblyopia 
hearing, speech, language develop- 
ment. Height, weight, head 
circumference, blood pressure 
Dental 

Immunization status 
Hgb 



Vision-check acuity, myopia 
Hearing 

Height, weight, blood pressure 

Dental-caries, malocclusion 

Immunization status 

Motor, emotional, intellectual 

developnent 

School grades & achievonent, ITBS 

Grade level vs. age 

Hgb 

Scoliosis 

As qrade school above plus: 
Tanner Stage 

Check disfigurement-acne 
oral- facial, scoliosis 
Obesity/nutrition 15% F, 8% M 
Visual & refractive exam 50% F, 
30% M, myopic by age 17 
Dental def ects-cariej, 
malocclusi on 
Hearing loss 
Immunization status 



ERIC 



no 



-Key event to focus family 
attention on importance of 
child health and develop- 
ment status 

-Detection of chronic 
or handicapping 
erudition 

-Abuse/neglect, 
children without 
health care 

-Avoid labels derived fran 
imprecise or un- 
substantiated 
diagnosis 

-Special needs of 
adopted children 

-Distinguished findings 
with true health 
significance 



-Hunan growth & 

development 
-Menstrual disorder/ 

(^amenorrhea 
-Pregnancy/contra- 

ception/VD 
-Suicide 

-Increased accidents 
-Alcohol, tobacco, drug 
abuse 

-Athletic injuries 
-Hypochondriasis 
-Scnool failure (dropout) 



1 '<pr 



GUIDELINES FOR HEALTH SUPERVISION 

Eac" Chile anc family is umaue. therefore these Guidelines for throuoh the Champ. rh=„^« ^ 

Health Supervision of Children and Youth' are aesioned for Z T Chairmen, 

fhe care o; chncren who are receiving competent parenting nave i Committee emphasises the orea: irr.Dc.tance o« contim.itu 

nc manilestqtions of any important health proDiems. and are « '^f.* comprehensive health supervision'" ana tne neeS X 

growing anc developing in satisfactory fashion. Additional visits fragmentation of care^. ^ '° 

may become necessary if circumstances suggest variations ^ prenatal visit by tne parents for antrT-iorv . „ 

Co^^r^r/nnl'!':- ^'"°'T' ' co'nlensus ^y ,ne Pertment medical history is strSno ly ecor^men^L^"'°^ '"^^ 

CommitteeonPrat*'ceana Ampuiaiorv Medicine in coneiji'strftn h«oi»k . ■ • ' - '"""^^ > ''="-o^meiaeG. 

Win tne memoersn.p of the American Acaaemy o''^^ bornin tne'^^^^^^^^ '^^'^ ^^'^ of the new 





AGE^ 

HISTORY 

Initial'lnterval 



MEASUREMENTS 

Height and Weignt 

Head Circumference 
Blood Pressure 

SENSORY SCREENING 

Vision 

Heanng 



DEVEL. BEHAV. 
ASSESSMENT 




PHYSICAL EXAMINATION** 

PROCEDURES^ 

Hei-ea.. Metabolic 
Screening- 

immunization^^^ 

TjDe^cui'n Test 

He'^.atocn: or Hemogiobm-' 

Unnaiysis^^ 

ANTICIPATORY 
GUIDANCE^ 

INIPAL DENTAL 
REFERRALS 



INFANCY 



s s s s s s 
s s s s s s 



• ••••• 



• • • 



EARLY Childhood 



S S S 0 0 
s S S S 0 



• • # • • 



LATE Childhood 



5 f- t ,^ 

V'5 v»s vfS vs , v'« 



0 0 0 S 0 
0 Si S* 0 



• • • • • 



ADOLESCENCE 



0 S 0 0 

s s o s 
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Co-^.nrttee on Practice and AmDulatory Medicine. 1 961 

^P^'*'' '^eo'atric Care. Committee on Stanca-cs 
C Chile Heaitn Care. 1978. -^la ud 

Statemen: on Fragmentation of Pediatric Care. Committee or S;an. 
ca'Cs of Chiia health Care. 1 978. 

i; a ch'icj comes unaer care lor the first time at any point on tne 
Scneoute or i' any nems are no! accomohsnea at the sugoestefl ace 
the Scneouie should Oe Droughi up to aate at the earliest oossiBie 
time 

A!theseDOints history may suffice: it problem sugoested astancarc 
testing melhoo shouio De employee. 

Bv n-sio'v anj acD^cpriaie onysicai examination: if suj>piciou«^ 
soeC'Jic cDisctive aeveiopmentai testing. 

At eac^ v'sit a complete Ohysica' examination is essential with n'an! 
tetany unciomec. oioe' chiia undressed ana suitably araoed. 

Tnese may De modified, depending upon entry pomi into scheouie 
and inciviouai neec 

PK'J anc t-^y'oi^ testing shouic De donr at aDoul 2 wKs infants 
''^i:.a:iy screened before 24 hours of age should De rescreenec 
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Sc^edu'eis) per Repon of Committee on infectious Disease, ed 'S^y^ 

\o De Dertormea; S - subjective, by history; 0 := oS.ec!-ve by a standard testing method 



i ne wom.miitee on infectious Diseases recomnenas tupercuim lesinc 
a: 'l months 0* age ano every i-2 vears tnereatie' r s-ne areas" 
t jDe^uiosis IS of exceedingly low occurrence and tne pnvsic:an mav 
e.ec: not to retesi routinely or to use longer intervals 
Present mecicai evidence suggests the need for reevaijatic^. o' the 
frecjency and timing of hemoQioDm or hematocrit tests On<i oc'ie'- 
minaiion is therefore suggesieo'aunnQ each time ppnoc Pe^c'^mance 

aod.tiona! tests is lett lo tne mdiviauai practice exoenence. 
Presen; medical e/idence suggests the need fp.' reevai^ati-r of the 
f^eauencv anc timing of unnaivses. One aete^mmaiior^ tnerefore 
Successec djnng each time penoc. Penormance o' acciliona. tests 
js 'e t tc tne moiviouai practice experience 

ADO'CP'iate discussion anc counselling Should De an irt^cs. -pm 
eacr visit lor care • " ' 

* 5 SuDsec uent examinations as prescrioec Dy aentis; 

N B Special chemical, innmunologtc, and endocrine tpstino are 

jSL'ai;> C2'rie<: out upon soecific indications "esimc ct^*" • .^^ ^« --q-- 
(e c -npc- errors 0^ meiaoolism. siCKie oisease leact a'^e cscre'-'^har. 
witn tne p'^vsician w a y 
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TANKER STAGES OF DEVELOPI-ETT 




CLASSIFICATION OF SEX MATURITY STAGES IN GIRLS 



1 Preadnlf.H'i-ni 



Frc'jidtilesri'nl 



Sp^rH. hphns p,em.rA.d. stra,f:hl, medial hr-cn- En-,.- and p., M,. ..K.a:Kl mc.d areolar 

3 purk.f. t>cf.n.np to curl. :ncrea>ed amouni .m. L ^ni.r^.H .,..,..,i,on 

A ^-^-^^urU aound.nt bui amount le.^ ih.r - ..dui, .V..). .nd p., ..d n.' und 



CLASSIFICATION OF SEX MATURITY STAGES IN BOYS 



FT. MS 




-f:>:ES 



I None 



q.a..tv -o.rse, curly .nVrear.n .J ''^'^^^ '^''^^ 

5 Adu.l diM.-ibution. spread to iredial Adult xAu\, 

jurface of ihighs 



.Adapted from Tanner. j.M Growth Ado!eKer>ce Ed 2 Ov'ord. B'ack.ell Sc.eriiiic Publ 



• 
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nrr»T i^ADV AWAll ADI I 



EXAMPLES OF AfiNOHfW. FINDINGS 



Are^i ot Aononnal Finding 
Finding 



Diff Dx. 



Implications 



Action of Special Education Nucse 



b'kin 



"'TvJperTT 



esi ons 



Heaa and NecK 



lAbnoimai tyn>- 
ipanic membcanes 

I 

I Mai occlusion 



IDown I 
ISyndcane 



IDental cacies 



I 



Thorax and" 
Lungs 



IRespicatory 
Idifficultiea 



Nutritional 
deficit. Poor 

Itog^giy, 



URI 
Asthma 



ovascuTar 



ll^e breast 
I changes 

I 

I Female breast 

Iciianges 

I 

I 



Gynecomastia I Parent/pupil anxiety lEducation and counseling 



DeteriMine IMenardie 
Tanner stage I 



Insistent high 
IBP reading 
IMucmur 



i Chicken pox" 

Herpes 

Impetigo 



idimiuhicable to otKer ' 
Ipopils and to staff 



1 



I 



Mi ddLe ear 
effusion 



IHearipg difticulties 



I 
I 

ISpeech problems. 
Itional problans 

I 

lAtlanUo-axiad joint 
linstability 

I 

I 



IFblicw' guiderrnss"ai'.l''"onrrcie"^ or** 
llocal district for restricting from 
Isdiool and/or participation m 
lathletics or Ft: classes. Alert 
Istaff and review procedures for 
Ipersonal tjygeirc and cleaning of 

Jequ) p nent 

I Medical referral. ' Temporary" seat"" 
Ichange in classroom- 



I 



Nutri-lReferral for correction and 
Iremedlation. Assess intake; 
(especially protein, ^todify school 
llunch if necessary 
IRefer for x-rays - limit physical 
(activity until diagnostic work-up 
lis complete. Apply necessary 
• restrictions if diagnosis is 
■positive. 
I 

iReferral for dental care. 
•Training foe oral hygiene. 



IContagian 

IFcequent absence fccm 
I school. 



iFollcw guidelines concerning 
lattendanoe. Check environmental 
lagents and take action to 
' (decrease exposure to irritants. 

INotei An exception to medication policies may be 
I necessary so that a pupil may carry irtialant med- 
ication as prescribed by his/her physician. 



I 



ICounseling/teaching about breast 
Iself-exanni nation and menstruation. 

I 



iRerial or adr e nal~di~sease iRef erralT Coun sellng* Tbo utTi e t 
I land stress management. 

iCducation of pupil and parents. 
iReferrad. 

IStaff understanding of pupil* 3 
Icapabilities. 
IRefer foe exercise CKG. 
IPhysician permission for activiules 

J^ Jj^ZpJL-ggtP fgJ- j L^ 9P* ^ 

IDevelop lEP to include training 



ISinus arrythnia 



Functional 
Organic 



Oerdgn 
Severe 



Gerii to 
Urimry 



llncontinenoe 
I 



I Pubertal 
I changes 



Oev el omental 
delay 

Neurogenic 
bladder. 



iRelief of anxiety 
ICardiac overload or 
lunnecessary restriction 
lof activity 

IDl appear with exercise 
{Increase with position 



IToilet training or 
Iconditioni ng. 
Ilntermittent 
{catheterization 



Ifor hig^.est aelf-care level- 
ITeach self-catheterization when 
Iwhen possible. 



Gastrointestinal 
SyL.tem 



lUeostomy or 
I Col ostomy 



INeed foe education in ITeach self exam of testes to 
llife changes. Imale pupils. 
Notej The Tanner stages of development chart is included 
JUl.Ahig--^.gtlgD,to,JlgLeLencg,t 



I 



ICncopresis 

I 

IGastrostcmy 

I 



ISelf care training 

I 

IStaff training 

I 



IStaff training 
I 

ISkin breakdown 



Musculo 
Skeletal 



Neutoiagrcal"* 
System 



I Motor deficits 

I 



i 

I 

IKy^osis/ 
- 1 Sopl ijDSis^ 
"Tseizures 



IM^'eloneninq- 
locej>o 



Cerebral I Positioning 

palsy IBracing 

I Feeding problems 

I 
I 

Arthritis IHay be progressive 

I 
I 

Epilepsy iStatus epileptlcus 



Ifjhunt 



INutritional otatus evaiaation. 
IHeadth plan for daily care. 
I Consideration of pvoximity of bath- 
Iroan to classrocm Modification 
lof school lunch if necessary* 

iCounseling to maintain self-esteem. 

I 

IPlan for feedings and daily care 

■ ■ ' A^^ " - ^ !^^ ^^. * 

\EV'.n care. ^todificatiOl.s of 
Ischool lunch to insure proper 
I texture. OT & Fr support as 
Ineeded. 
I 

IMonitor medical regimen. OT & FT 
{support as neuded. 

I 

IRefe rral _ j^or . moni t or inq/t r ea bn/* nt 
T5?et"qency plan for Immediate 
Imedical iriterventicn Inservice 
Ifor all staff on disease* medi- 
IcationSf and implications. 
I 

"Otr,erve for reigns of intracranial 
i;rc!J3u^e. Sk^n 



DEFINjH'IONS 



HEALTH HIS'JORY; 



HEALTH PROGRA M: 



NURSING DIASNOSISi 



the health condition of an individual as related to 
physical difficulties, onotional disturbances, 
evidence of iimiunizations, and Lhe number and kinds 
of accidents and illnesses, 

^^^^Ku^J^^ ^^^^^ ^^^^^ of a person that has 
to do with discovering and recording of cast 
Illnesses and any other factors affecting his 
growth and development during infancy and 
childiood. 

involves special nursing skills to "get the facts" 
behind the information, assess the facts for 
relevance to the individual, and utilize the facts 
in further assessment , 

a planned organization of the resources of the 
sciiool, usually involving also those of hone and 
cormiunity in order to promote desirable knowledge, 
habits, and attitudes about health for the purpose 
of improving the health condition of the pupils and 
their environment; usually implemented by such 
means as periodic physical examination, classes in 
health and hygiene, nutrition prograns, and the 
regulation of health conditions within the school 
as well as by attanpts to enlist the cooperation of 
the home and of coonra unity agencies, 

"A nursing diagnosis is a clinical judgment about 
an individual, family, or community whxch is 
derived through a deliberate, systematic process of 
data collection and analysis. It provides the 
basis for prescriptions for definitive therapy for 
which the nurse is accountable. It is expressed 
concisely and it includes the tiology of the 
condition where known" (Shoemaker- 1984, p, 94), 



Resource 

Kim, M.J, & Moritz- D,A. (Eds,) (1902). Oassifi cations of nursing 

diagnoses; ProceedinQs "f thfJ-HjirH and J^toTnatfonal 

22Dferej2ces, New York: MaGraw-HiirBwk""Ca^^]5^ 
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CONFIDENTIAL 
SAMPLE 



HEALTH INFORMATION 



. File # 
Initial 
__ _ Review 
ooI'Dj. strict 



Nane 

Infocmati'on By_ 
Vision Screening: 



Mother's Name^ 
Address 



Birth Date 



THo be canpIete^'Ey screerieD fl^ 

FAMILY 



M F Date^ 
•"'ID- 



Father's Narie, 
Addr ess 



'ftione 



Age 



Other Family Members 
Number of Brothers. 
Nunber of Sisters 



Phone 



- Age, 



1. 



Ages,^ 
Ages[__^_ 



Is there a family history of the following 

Yes No 

Speech Problans 

Allergies ™ 

Heart Problems 

Seizures 
Hearing Problems 
Muscle Disorders 



Learning Problems 
Kidney Problems 
Asthma 
Diabetes 

Alcohol Problems 
Other Health Problems 



Yes No 



^.^ji^C Y AND DELIVEg y 

2. During this pregnancy were any of the following present? 

Yes No 

Gained less than 15 pounds Gained more than 30 pounds 

Bleeding Elevated blood pressure 

Any infection or sickness ^ ^ 

Used alcohol, drugs, or smoked (underline correct ones) 
Difficult labor and/or delivery 
Length of pregnancy 

Medications taken during pregnancy (list)..^ 



Yes No 



INFANT 



3. Were any of the following present? 
Was cord around neck? 
Were there any problans with breathing? 
Was infant blue? 

Was infant yellw or need the bilirubin light? 

Did infant have any heart problans? 

Did infant have any lung problans or need oxygen? 

Did infant have seizures? 

Was infant very jittery? 

Did infant receive any medications? 



Yes No 



Birth 
Weight 
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Did infant have any injectionr? If yes, list 

Di^ liiJaht have any" "surg"efyr' If yes7~iTst 

S[TilTFant~co^^^^ with you TrcmTioipitaT? 

^Emjj^mTPl, PROGRESS 

4. Did this child develop at about the same rate as other children? 
5^es Faster Slower OOlMgTS _____ 

5. Do you feel your child's ilie and weigfit are: "Normal 

Overweight Underweight Present Height WeighF 

6. Has this cfiild experienced more than 2 ear infi^ions orlH'e throats'? 

7. Has"thls child been hospitalized? Yes No Reason 

8. What chirdhbod"disease¥~has this child'had?" 



No 



?A '^^^^ seizures or staring spells? ""Yes"" 
T?' ^J^^'-^^ii^J'f^ ^ stiffness or rigidity of muscliiTYes No 

11. Has this child had any serious accidents? Yes No — 

12. Does this child have problems with any of the foUowingT 

Yes No Yes No 

Speech Problems Vision Problans 

Appetite Problems Feeding Problans — 

(poor a extrane hunger) _ (chewing, choking, etc.) 

Stomachaches Bedwetting — — 

Trouble falling asleep Trouble staying asleep — 

Overactive _ Temper tantruns — 

Extreme shyness — 

Short attention span Withdrawn behavior — — 

Failure to be Poor relationships with — — 

affectionate to parents brothers and/or sisters 

Poor relationships with Heart problans — — 

age mates Kidiey problans — — 

^thma Epilepsy — — 

^abetes Allergies — — 

TO -u-,. Other Chronic Diseases 

13. is this child on any medication now? Yes No — — 

IVpe of medication Reason-for use — 



14. Has or does your child attend school or presdiobl"? If so," wheFrhTs" 
this child attended and when? 



15- Are this^chird'^sTninuniz^ations up to date? "Yes E5o 

16. What is the name/s of this child's physician/s and"addresses? 



1HE ABCVE INPORMATia; IS ACCURATE TO IHE BEST OF MY KNCWLEEod 



Signature of"Parent, in5T7"ornrfr 
116 



131 



SAMPLE 

ifearly Update 
To be completed by 
Parent/Guardian 
HEALTH QUESTIONNAIRE 

Student Name: ^.....^ Teacher* 

™ ' ^^'f I-u IIIIIZ::: Hospital -pr^eTe-flSSl 

Did your child have a physical this past year? ifes No — 

Doctor; Ddte: — — 

^d the doctor have any specif ic~ recommendations'? ?ii Igc 

Please explain: — ■ — 

Has your"cFur3*'Eeen"llH'Ws"past 7e^^^ ?is FJo 

What was wrong? ^ — — 

Did"h~e7she""see a doctor? yes"" No """" 

Doctor : "T"" Date : 

Were tests taken, such as blood work? ires nS 

Results: — — 

Was any specific treatment ordered by""the "doctor" su'di'as medicine?""" 



.i^es No Please explain: 



Has your child had an injury in the past y"ear? 5es~"To" 
If yes, date: — — 

What part of his/her body was hurt?"7Head, left leg, etc) 

Was he/she seen by a doctor? ires No Doctor- 

Were x-rays taken? ires No 
Results : 

injury require treatment such as stitche's" or a"ca"st:"? 

___5^es _^^No Please explain: 

Has your child had his7her eyes checked"'5ra doctor in thrs^pasTTeaTF 

i^es No Doctor: D^te: 

Did he order glasses or new glasses? ires No * 

Did he have any cpecific recomnendations? y^s No 
Please explain: — 



Is your child taking medication? [^es No " — 

Medication: Dosage: ""Times medication given: 



Reason meaication was ordered: 



^tterns?"°^^^es"''^"No'^^^^ '"'"^'^'^ easing, sle-eprn~~r"ToTliti 



Please explain: 



Has your child been seen by a dentist in the"'past""year? Yes ¥0 

Denti St : Date: — 

fillingsr^ ^P^^^fic recaimendations or treatii^HtT?"" (Ex/ bFacesTlurg'eTy, 

Has your 5iiIThid"any'lmn^^ 5^- jg- 

"^P^ * — Date : ^^^^ 

Has your chifd been seen"arer the's'Lif^ for a scoliosis check? 

^Yes No 

If so7 were x-rays taken? Yes No 

Results: "~~ 

Recocnnenaations: "J_ 

Physical Limitations: — IIT IT 

""■132' 



SAMPLE 



Student's Name 
Parent /Guardian: 
Family Structure: 



Previous Medical Reports: 



Vision: 
Hearing: 
Dental Exam: 



Iirmunization Record: 

tiedi cati ons : 

Nutrition: 



Family Medical Problans: 



Prenatal/Birth: 
Growth and Development: 

Illnesses/Surgeries: 

Present Health; 



HEALIH EVALUAl^ION 



Birth date: 



Glasses: 



„ Lens Change: 



Impressi on/Re connendati on : 

I. Health status adequate for unrestricted educational progrcir.. 

II. Health status requires restricts ons/modifications of educational 

program. (See individualized Health Han or I.E.PJ 



Date 



Nurse 
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UPDATE FOR SCHOOL HEALTH RECORD 
TO: Parents or Guardians 

foliating health update form. The information 
will be used to supplement existing school health records. The 



Return Completed Form To ______ 



Name of Child 

^te Address Hmp'Phn!U" 

flnplcyment: Father t!!^! 



Age_ Grade 



Mother 



..Business Ptione 



Any family changes Tmarital, health, new siblings, etc.) 

Physician;, Dentist: 

Anv medical services received this past year (where. whenT" 



Inrounizations "(Kind) 
Diseases or accidents (Kindr 
Hospitalizations 



—Date 



.^iUlergies 



.Operations (Kind) 



Medication taken on a regular basis" (Name and what for) 

Last dental exam (date) Last eye exam (date)_;;;;3te;r5liSS^T^F 

UPDATE CN HEALffi HKTORY Check those which aPDlv to thi.c; child 

Weight change Menstrual problans ^ 

-™ Appetite change " " ' " 

Sleeping problems 

_„Skin problans 

" Respiratory problans 

Heart problans 

^Diarrhea 

I Constipation 

Blood in stool 

Diabetes 

OTHER CHANGES OR COMMENTS: 
be aware? 



^.Abdominal pain 
^^Bedwetting 
^Difficult urination 
^Frequent urination 
^Urinary infection 
.^Backache 
^Joint pain, 

spelling, stiffness 
_Def ami ties 



^Heat or cold 
intolerance 
^Seizures 
"Headaches 
.Dizziness 
"Tremor 
"Qixnsiness 



Nightmares 

..^Einotional changes 
^Allergies 
^^ Tubes in ears 
Any health problems of which the school should 



List braces, hearing aica,"etc. Vxplaln";" 

In case of illness, if we are unable to contact you, the parent /guardian, 
who shall be called? ^ ' 

Name 



.^^Phone, 



It should be understood that proper attention for the child is our primary 

concern. Dr. is to be called at parent's expense in case 

Of an emergency. If it should become necessary, a child will be taken to 
the nearest hospital at the parent's expense. 

STgrat 'lire ' of "PSehtYGuar'Sran 
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SAMPLE 



REFERRAL FOR CARE 

To 

Reason for Referral: 



_Birth EBte 
Address 



(If an injury, date of last tetanus shot known "to" scJioojn 

Thank you, 

^te Signature^ 



(Please send bottom half of form back to school with patient) 
Reply: 

Name 



[diagnosis 



Treatment given 















ERIC 



Date of next appointment 

Reccxnmendations to the school: 

J^te Signature 



Source: River Hills School 
2700 Grand Boulevard 
Cedar Falls, lA 50613 

120 
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SAMPLE 



REQUEST FOR SPECIAL EWCKHKM NUHSE SERVICES 

C&te 

Student's Nane ^ Grade ifeacher _ 

School District School Building 

Referrer 

Student ' s Birthdate 

Male Female _ 

Address 



■■ Home Phone 

Parent 

Referral Concerns 



HeasQ send directly to: 

Social Education "Nurse" 
AEA 4 

102 South Main 

Sioux Center, lA 51250 



Source: Area Education Agency 4 
Sioux Center. lA 51250 
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SAMPLE 



TEASER'S HEALIH CBSERVATICNS 



Student's N<jne 



Age^ 



Date 



•^acher Roccn 

Does this 



student complain of or demonstrate any of thie foUfJwing? 

VesINo 



Temper tantruns 

Impulsive behavior 

Explosive behavior, 

Hyperactivity/restlessness' 
Withdrawn T 



Inactive/sluggish 
Sleepy/lethargic J 
Tics or grimacing^ 
Qumsy 



Limp or abnormal gait. 
Poor condition 
Convulsions 



Periods of inattention or 

staring into space 
Headaches 



Eyes crossed or turned out 

Poor vision .«_^_..,.„__„, 

Red, runny, or itching eyes 
Poor hearing 



K^ch ar ge f rem ear 



"T 



"1 



Skin rash^ 

Frequent scratching" 
Sores on skin 

Pale or sallow skin 

Continuous runny nose 

Frequent nose picking/rubbfng 

Unkept appearance 

Cough 

Wheez Inq " _ "' 
Short of br ea'th "wi th exer ci se 

Overweight 

Underweight^^ 
Stomachaches" 
Vcmiting 



yes I No 




Frequent urination. 
Wets pants 



Soils self with bowel 
movements 



J_ Gets along well with peers. 



T' 



What is your opinion of this chilc^'s health? 

Very good Good tair 

Attendance: Very good ^ Good rair 

Further observations or ccirments: 



Poor 



Poor 
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SAMPLE 



HEAL1H EVALUATICN 



PURPOSE 



Name 



DOB: 



Date 



Handicapping condition^ 
Appliances/Braces 
PHmc^EXAMj 
Date: 



Examiner: 



Findings: 



INTERVAL HEALTH HJSTORy 



VISION : Date 
Findings : _ ^ 



SEIZURES/DISORDERS 



HEARING; Date 



INTERESTS/ACTIVITIES 



IMMUNI ZATIONS! 



DENT AL EXAM : Date. 
Fi n3i ngs : " 



GRCWm & DEVELOPMENT 

NuromoN 



OmER EXAMS: Date 



STO ENGOHS/WEAKNESSES 



MEDICATIONS: 



AREAS OF CONCERN 



ALLERGIES: 



REB'ERR/*!^ 



ADAPTIVE DAILy LIVING 
Feeding 



Drescj nq 

Bathroom" ^ 

Speech/LanguageJ 



Source: Smouse School 

Des Moines, lA 503J2 



o 
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SAMPLE 

SPECIAL EDUCATION NURSES 

Date of Previous 

Health Histoty: Date: 

" IntervieweT; '' 

Health Hi story "ahTTi^oHiatTorr 
Given by: 



QOMPR mEMSIVE HEftLm HIS TORy-SECTMnARV 
?"y EAR~UPDjgE 

^» Identification and Referral,, Information 

Child's Nane: 



— — ——————— . I— ,... | w 

(First) TNaiSruSidr 

Home Address: Hone Iteleetione: 

Date of Birth: 

Father's Name: Qnployment: 

Business Telephone: 
Mother • s Name : Ejnpi oyment : 



Business Telephone: 



Attendance Center (Present): 

Attendance Centers in 3 years 
interval since last health 
history 



Family Doctor: M.g or D.Q, 

(Address'r aty and Zip Code) ' 

List any evaluaUons your child has had in the past 3 years ■• -^ludina 
medical, dental, and educational: ^ ^ 

™ gd^gesj tete_. of Evalu ation 
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Has the marital status changed for the parents in the last 3 years'^ 
If yes, please state chanw: y «i.o. 



i^ifo^ation"^ siblings? If yes, please canplete the following 



Name 



Sex 



Birth date 



Age 



Grade 



Problgns or Disabilities 



Have any new health problons been diagnosed in any of your fanily 
members over the past 3 years? If yes, please identify the problon 
and the relationship to your child. 



Do you as parents have any functional health problems or physical 
limitations? ' 

Daily medications? Please explain: 



Has anything happened recently that has affected the faiiilv 
functioning? ' 
ifes No Explain: _____ 



How has your child reacted to this event: 



III. Deyelopn. ital History 

Is your child receiving speech/language services at school? 

Individualized? Group? 

How often? 



Is your child menstruating? Yes No Onset 

If yes, describe her period: 
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Having wet dreams? yes No 

What has your child's reaction been to this? _ 

Have you discussed sexual developtient with your child? _ Yes No 

Zr^iT^ sterilized? _ Yes _ No Do you have conc"^rns 

a'SrvIty" 

Consideration foe Marriage? ^ ^ 

Would your child understand about birth control? yes No 

tt^applioable, has a.guardianship been established for your child? 
Medical History 

Has your child received any immunizations in the cast 3 years? If 
yesr please identify? ^ years, it 

teiization tete Where_Giye»3 



Has v'our child had a skin test for tuberculosis? Yes No 

Was it: Positive Negative Don't Know 

Chest X-Ray? Yes No Date: 

Does your child have any allergies? 
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*********** 



aease list an^' diseases or illnesses your child has had in t^ie past 3 



Illness or Disease 



Treatment 




Has your child been hospitalized? 
explain. (RLease include surgeriesT 
Hospi toli zation 



5^es ^ No If yes, please 



KLac» 1 Reason 


IDate 


1 Length of Stay 













Has your child had any serious accidents? Yes No C&te 

Explain: 



Is your child on medication now? Yes No. If yes, please answer 

the following: 

I IWhen Given & How IGiven for What I Physician 

Naffie^Jediration IDo_sage l Adninistere d iReason IPrescribinq 

I I - I ^ a 



T 



T 

I 

T 



When was your child's last physical 
examination? 

When waG your child's last dental 
examination? 

When was your child's last visual 
medical examination? 

When was your child's last hearing 
medical examination? 



T 
I 

T 
L 

by whom? 

by whom? 

by whom? 

by whcm? 



T 

I 

r 



Has your child any specific physical limitations? yes No 
Explain: 



Does he/she wear glasses? yes No If yes, for what purpose? 



When was the last glasses change? 

Does he/she wear a hearing aid? yes No If yes, for what 
purpose? HoiToften? 



Does your child know how to care for his/her glasses? 

Does your child know how to care for his/her hearing aid? 

Know hew to put it in place? 

Does your child wear a brace or use special equipment (wheelchair, 
crutches, etc.) Yes No If yes, please explain: 

Social an d P er sqral_ tiyqi ene Hi st ory 

What method of discipline do you find most effective with your child? 

What is the child's most caimon reaction to discipline? 

^Jp^ hits places blame elsewhere 

sulks withdraws responds favorably 

sasses ^ laughs variable 

repents gets angry other 



Does the child have his/her own room? Yes 



No 



If he/she shares a room, do each of them have their own bed? 
Yes No 

Describe your child's sleeping pattern: 

Describe regularity, amount, need for naps and usual schedule: 

Has your child's general coordination and balance changed in the last 
3 years? Yes do. If yes, please explain: 

Are there any physical activities in which your child cannot safely 
participate? ^^^^^^ ^ 

What does your child eat for breakfast? 

Lunch? Dinner? 

Food that child strongly dislikes 
Frequent snacks 
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Food cravings and preferences 

Are there any special mealtime problons? 

Can the child close his/her mouth? Chew? Swallow? 

Does he/she choke easily? Does he/she eat solid food? 

Semi Solid? Pureedfood only? 

Does he/she take vitamins? Yes No If yes, what kind? , _ 

Do you feel your child has a weight problon? (overweight or underweight) 

-„ No Would you like information or counseling concernina 

this weight problem? Yes No ^ ^ 

How often does your child take a complete bath or shower' 

Wash their hair? Brush their teeth?', 

What assistance is given? 

Does your child use deoderant? Yes No Regularly? _ 

Is your child independent in toileting or does he/she need assistance. 
Flease explain: 



Does your child get along well with other fanily monbers? Yes No 
Explain: ^^^^^^ ^ — — ^ 

Does your child make friends easily? _ Yes No Does he have a 

special friena or friends? Male Femarr~Are they? Older 

Younger Same Age — 

How would you describe the nature of your child's play? Alone 
Parallel Interactional Explain: ^ 

Does your child play with other children? Yes No 

Does he/she have the opportunity to play with othe: children? Yes 
No — 

Would you like more opportunity for your child to participate in social 
activities with other children of same age outside of school? Yes 
No — — . 

What activities does your child enjoy? 



What kind of experiences does your child engage in outside of school? 



Has your child attended siaratier camp for special children? Ygg No 
Do you want information about summer camp for special children? ""Yes 
No 
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How does he/she spend their free time at hone? 

What responsibilities does he/she have at hune? 

What are your child's favorite toys? _ 

Is there space for outdoor play? 

Can your child play outsid* unsupervised? 

What activities does he/she engage in when outside? 

Does your child ride a bicycle? ^ 

As a family, how do you spend your time together 

Do you receive any type of assistance? ifes No If ves 

which kind? "~ ^ ' 

VI. Behayiac and Personality 

Have you noticed any changes in behavior or personality in the child 
in the past year? Yes No Explain ^ 

Describe any fears tl.at the child exhibits 

What is your child's attitude toward himself? 

What are your child's strengths? (social, anotional, intellectual, 
personality, etc.) ^ 

What are your child's difficulties as you see them? 

What are your expectations foe your child? Educationally 

— ,, . Vocationally _ 

VII. Additional Infocmation 

Is there any additional infocmation that would help our staff in 
evaluation of the child? 



Source: Arrowhead AEA 5 

Fort Dodge, lA 51501 
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SPECi;>LIZED 
EHYSICAL HEALTH CARE 
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EMERGENCY SITUATIONS 



-K.- ^ ^'"Pl^entation of P.L. 94-142, school districts recognize 

that to enable some students to attend school, there must be access to 
specialized physical health care services. In most c^Ss,lhfL services 

^ P'^^"'^ ^'^^^^^ °^ ^ter sch^l hfurs' St at 

times It becones necessary for the treatment to be provided during school 
hours. When this specialized care is provided in the schSl Sgri? 

tnH'!Fr^"'\!^^^P''°°^^"''®^ ^ carefully written out and proper approval 
and authorization from physican and legal guardians be signed and on 
Ji pocunentation of the procedure must be maintained as a legal 
document to verify implementation. In some cases, the Special Education 
Nurse may delegate the task to another designated staff Srscn. In Sis 
case, proper training and periodic review through observation of 
performance must be docunented by the Special Education Nurse. 

If the pupil requiring service is a resident of a care facility, it 
IS important to determine if the procedure must be performed by a 
registered nurse in order to maintain funding. The legalities of 
delegating responsibility for procedures must be considered at all times. 

Other health tare procedjres may be needed to serve heal^ .eeds of 
special education students. Procedures for situations such as bee stings, 
head injuries, epistaxis, factures, ostomy care. etc. are covered in the 
primary care textbooks listed as references. 
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mmYLMJTlC REACTION 



I. Anaphylactic reaction is a generalized systeitdc reaction which may 
result frcni the adnini strati on of foreign seruns or drugs, tlie 
digestion of foods, or the sting of an insect and can be fatal. 

A. Preventive Measures 

1. All staff should be aware of dangers of anaphylactic 
reactions. 

2. Identify peisons with known allergies to medications, foods, 
pollens* bee stingsi, etc. 

3. Urge individuals to wear identification tags and make note 
of allergies on health record and in classroom. 

B. Symptoms (Sudden onset— within minutes of getting the dose of an 
offending agent) 

1. Apprehension and flushing. 

2. Sneezing and coughing, swollen tcxigue. 

3. Itching or burning (generalized itching indicates a general 
systanic reaction is developing), urticaria. 

4. Respiratory difficulty 

5. Wheezing or shortness of breath. 

6. cyanosis or pallor, imperceptible pulse, loss of 
consciousness. 



II. 



PRCXHUJRES 



1. 



2. 



3. 



4. 

5. 



Determine thatstudenthas 
symptoms of an anaphylactic 
reaction. 

Give appropriate amount of 
medication prescribed. Use 
epinephrine* or medication 
prescribed by private physician. 

Establish vital functions, 
insure adequate airway, employ 
CPR if necessary. 



Notify physican and parents. 

Record procedure on log and 
permanent health record. 



KEY POI NTS PREC AU-x^IONS 

When in doubt, treat "the person for" 
an anaphylactic reaction. 



Student should respond within 5 to 
10 minutes. 



Doses are given subcutaneously at 15 
minute intervals for a total of 
three doses, if necessary. 



Call paramedics or transport student 
to nearest hospital emergency room. 

Send all information with the 
student 



♦Physicians may reconnend the use of Epipen which will simplify acJnini strati on 
of the drug. 
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DYSREFLEXIA ALERT 

c=^n^.n^f ^•fu^^"^^'? dysreflexia is a serious medical problem found in 
students with spinal cord lesions at about the seventh thoracic level? 
stimulus initiates a reflex action of the sympathetic and paraLmSS^tir 
syston causing hypertension that cannot be Relieved by actionT^tihe 
vasomotor center because of the level of the spinal c^d lesion! ^is 
h^S?Sge. ^"t'^oll^d' precipitate a cerebri vascula^ 

Have sources notify the pupil's physician, parents, and supervisina 
nurse immediately if the student shows signs of acute aitoncmic ^ 
Qy sr srl gxi q • 

I. GENERAL GUIDELINES 

A. Symptoms 

1. Sweating (diaphoresis) above the level of iniurv 

2. Goose bunps ' 

3. Flushing or blotching 

4. Chills without fever 

5. Pounding headache 

6. Elevated blood pressure 20 mm Hg. above the student's normal 
pressure. The "average" quadriplegic will have blood 
pressure of 90/60 or lower in the sitting position. 

7. Bradycardia (abnormal slowness of heartbeat) 

B. Etiology (Causes) 

1. Cdstended bladder or severely spastic bladder 

2. Fecal mass in the rectum 

3. (Dther stimuli to viscera (i.e., pressure on skin surface, 
urological procedure or problem, and so forth) 

C. Equipment foe Providing Treatment 

1. Nupercainal ointment 

2. Gloves 

3. Blood pressure cuff 

4. Stethoscope 

D. Personnel Recommendation 

A pupil suffering from acute autonomic dysreflexia creates a 
serious medical onergency situation. All staff personnel should 
cooperate in performing appropriate activities, as directed by 
the qualified persons handling the emergency. 
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PROCEDURE 



Place pupil in a sitting position and monitor the blood pressure 
every 1 to 2 minutes. 

A. If blood pressure is almost double what the pupil's normal 
pressure is, keep physician informed. 

B. If blood pressure is less than double, proceed as follows: 

1. External catheter— If pupil is on an external catheter, do 
not use Crede's method. 

a. Tap bladder lightly, pull pubic hair gently or tug on 
external catheter, if present, for two irinutes, providing 
blood pressure does not continue to ris(5. NOTE: Aiiy 
stimulation (i.e., catheterizing, tugging on external 
catheter, or instilling medications) will cause the blood 
pressure to rise momentarily. 

b. If no results occur, catheterize with indwelling catheter 
and leave it in. Drain only 500 cc (see note below in 

2£ ) • 



2. In(*(?elling catheter— If the student has an indwelling 
catheter, proceed as follows: 

a. Check to make certain plug or clamp has been removed. 

b. Check to make sure leg bag is not overly full, which may 
prevent proper drainage. 

c. Check foe kinks in catheter or drainage tubing. 

d. Check inlet to leg bag to make sure it is not corroded. 

e. Determine whether catheter is plugged by irrigating the 
bladder slwly with no more than 30 cc of sterile water. 

f. Change catheter and leave in. NOTE: Drain only 500 cc 
of fluid and check Wood pressure; if pressure is stilll 
elevated, immediately drain another 500 cc of fluid. 
Then wait 10 minutes between each subsequent drainage. 

NOTE: If blood pressure declines after bladder is onptied, 
the student will need to oe watched closely as bladder can go 
into severe contractions causing hypertension to recur. 

3. If you are sure the bladder is empty and the symptoms have 
not subsided, inject nupercainal ointment into the rectum. 
Wait 5 minutes before inserting finger to remove any feces 
present. 

4. For fecal mass, insert nupercainal ointment (or substitute 
topical anesthetic) into the rectum. After symptans have 
subsided, gently remove fecal mass. 
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REPLACEMENT OF TRACHEOSTOMY TUBE 



GQJERAL GUIDELINES 



P^ri fnH/'°r^f"'^'"' ^''l^^^^ostcx.y tube care must be written by 
?^n?i^ 2 xncluding physician- s order and approval of 

S S^n ""^u^^i"^' replacement of a tracheSstcmy tube 
gan be done at school by a school nurse with curren t training in 
tracheostomy tube replacanent or by paranedicrCTTlimilaF 
training. However, tracheost-.any tubes should not be changed in the 
school setting except in an emergency. An exanple of such an 
emergency would be if the tube became dislodged and created an 
obstruction. If this occurs, the tube must be ronoved. If the 
entire tracheostcniy tube comes out, it must be replaced immediately. 

An extra tracheostomy tube with an obturator (appropriate size) 
should be kept at school. ^ 

If a problem develops in reinserting the tube, transport student 
imrediately to physician or hospital onergency room. 

GHANGING OF TRACHEOSTOMY TUBE 

A. Purpose 

1. To maintain an open airway 

B. Bguipment 

1. Sterile tracheostomy tube (appropriate size) 

2. Scissors 

3. TWill tape for tying 

^* tube^°" machine, including collecting bottle and connecting 

5. Resuscitation bag, when ordered (such as Ambu bag) 
c. Sterile disposable suction catheters 

7. Nonwaxed clean paper cups 

8. Supply of sterile normal saline 

9. Sterile disposable syringes for introducing saline into 
trachea 

10. Disposable clean plastic or rubber gloves 

11. Tissues 

12. Plastic lined wastebasket (kept beside suction machine and 
use J for contaminated materials) 

C. Recommended Procedure for Tracheostomy Tube Replacement 
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nnvash hands if student's concJrtionr' 
permits you to do so. 



2. 

3. 

4. 
5. 
6. 

7. 



8. 



10. 



11. 



As you carry cut this procec3ure, 
reassure student that he or she 
will be all right. 

Position student with head tilted 
back cis far as possible. 

Assemble equipment. 

Open tracheostomy tube package. 

Put on gloves if student's status 
permits. 

Insert tracheostomy tube with 
obturator. Be certain that the 
tube and obturator have been 
moistened in sterile normal 
saline. 

Holding tracheostomy tube in 
right or left hand, pull out 
obturator and insert cannula. 

Unroll twill tape while student 
or another person holds tube in 
place until it is secured with 
tapes. 



Secure tracheostomy tube with 
twill tape (not too tight). 

Record procedure on log and 
permanent record. 



Calm and assured approach promotes 
student cooperation and ease of tube 
insertion. 



Check one end of tape for slit. If 
none is there, cut a slit with 
scissors. Cut one tape longer than 
the other so that knot wUl come at 
side of neck. 
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HYFOGLyCEMIC REACTION (INSULIN SHUCK) 



Hypoglycemic reactions (insulin reactions) should be treated 
according to current nursing and medical recoranendations« 

Periodic carmuni cation should be maintained between the school nurse 

^nH l^'fT f "^"^"^^ ^^'^ ^^^^^^ t° determine current condition 
and treatment regimen. ^-^i-xun 

fesSSngTcU? ""^^ "^'^ hypoglycemic reactions 

1 . Not enough food or delayed meal 

2. Too much exercise 

3. Nervous tension 

4. Illness 

5. Too large a dose of insulin 
Hypoglycemic reactions occur most frequently: 

1. Just before meals 

2. After strenuous exercises 

Symptoms of hypoglycemic reactions may include: 

1. Trembling of boc^ 

2. Sweating (cold, clammy, pale skin) 

3. Extreme hunger 

4. Headache 

I' ^'^f^l^i.^*^ ^^'g-' irritable, crying, and so forth) 

6. Inability to concentrate, sleepiness 

7. Dizziness 

8. Confusion 

9. Poor coordi nation (The person may have slurred speech.) 

10. Unconsciousness or convulsions (Ihese conditions usually occur 
when a person with the preceding symptoms has not been treated.) 

Supplier 

1. Available supply of sugar preferably carried by student. The 
following sugars are equal in desired amount Jor treatment: 

a. one tsp, sugar packets (3 tsps. needed) 

b. any sugar cubes (5 to 7 cubes = 3 tsps.) 

c. one-inch sugar cubes (3 cubes = 3 tsps. ) 

d. ung((;eetened orange juice, 6-ounce can 

e. buccal jelly 

2. Candy wafers (entire package of six) or one-third of a candy bar 
are not preferred sources of sugar. 



138 

153 



G« Procedures 



I. Ifetermine that student "fias" 
symptoms of hypoglycemic 
reaction. 



KEY POI NTS m u preCacFions — 



2. 



3. 



4- 



5. 



Give appropriate amount of avail- 
able sugar (refer to supplies 
list for correct amount). Sugar 
in packet or cube may be 
dissolved in an appropriate 
amount of water foe c onsciou s 
student. - 

If pupil does not respond to 
abcver initiate additional 
emergency procedures, which 
follow: 

a. Call paramedics or other 
emergency units or transer to 
trauna center. 

b. If student becomes unoon - 
scious.. do the followingT 
ri) Place student on side 

with airway open. 
(2) Insert buccal jelly in 
side of mouth or under 
the tongue. 

Contact parent regarding severity 
of reaction and follow-up by 
physician. 

Record procedure on permanent 
record. 



IteliTn^ubt/' treat as 'insufiir 
'reaction; extra sugar will cause no 
hat.T!. 

Student will usually recover within 
15 to 30 minutes and can return to 
class. Notify parents that reaction 
occurred at school. If student is 
not recovered after 30 minutes, 
contact parents and recommend 
medical care. 



Do not try to give anything that 
requires a^all owing to an 
unconscious or convulsive student. 
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POSTURAL DRAINAGE AND PERCUSSION 



A. 

B. 
C. 
D. 
E. 



l^r^^J^l needing postural drainage have pulmonary dysfunction, such 
as cystic fibrosis, chronic bronchitis, asthma, othe^ pulmonary 
disorders, muscular dystrophy, cerebral palsy, and so forth. 

Postural drainage may be performned two to four times daily, 
depending upon student tolerance and physician's orders- 

^ioi^'r^^ postural drainage may be indicated when the student is 
congested or is having respiratory distress. 

Suctioning may accompany postural drainage when ordered by the 
physician, ' 

Hgui pnent 

1. Pillows 

2. Tissues 

3. Suction machine and accompanying supplies when ordered 

4, Catheter 

5, Water to clear catheter 

6, Wastebasket (with plastic liner) 



1. 



2. 



PRQCtlDURES 



3. 



Assemble equi pnent in appropriate 
location. 

Use ^:he following sequence for 
percussing each lobe of the 
lungs: 

a. Place student in appropriate 
position. 



b. Percuss lobes for 3 minutes 
over appropriate area, 

c. Instruct student to cough 
into tissue following each 
percussion. Discard used 
tissues into lined waste- 
basket. Use vibration 
(applying pressure to appro- 
priate lobe duri?^ coughing. 

Use up to ten positions for 
percussing students weighing 
40 pounds or more. 



_KEY POINTS AN D PRECAUTIONS' 



Ten positions are necessary for 
percussing all lobes of the lungs. 
Use cupped hands with moderate 
pr.essure to create hollow sound 
during percussion. Avoid percussing 
over kidneys. 

Initial coughing attempts may not 
produce sputiro. As further posi- 
tioning and percussion are provided, 
coughing will become more produc- 
tive, (Use of vibration may break 
bones wh-^n studeiits have abnormal 
bone conditions or are receiving 
medication, such as steroids.) 



Refer to basic nursing text for 
proper positions. 
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POLJitioiTT 
Position student on stomach with 
right side of torso and right arm 
elevated on pillow. 



Positi on 2 
Position student on stcmach with 
left side of torso and left arm 
elevated on pillow. 



Position 3 
Position student flat on back, with 
pillows placed under head and knees. 



Position 4 
Position student on back. Turn hips 
one-quarter to the right. Elevate 
hips to 10 to 12 inches (2.5 to 3 cm) 
with pillws. Used additional 
pillows as needed to hold hips to 
right. 

Position 5 
Position student on back. Turn hips 
one-quarter turn to the left. 
Elevate hips 10 to 12 inches (2.5 to 
3 cm) with pillows. Use additional 
pillows as needed to hold hips to the 
left. 

Position 6 
Position student flat on stcmach 
with pillows under stomach and lower 
legs/feet. 



^-Sli^aSL^D PRECAUTIONS""" 

TosiH otn 

Ihis one-quarter turn of body is the 
correct position for percussing 
posterior segment of right upper 
lobe— over right upper scapular 
area. 

NOTE: In all positioning, additional 
puTows may be necessary to obtain 
desired elevation; it depends upon 
student's weight. 

Posit_i_cin_2 
Hiis one-quarter turn with head and 
shoulder elevation is the correct 
position for percussing posterior 
segnent of left upper lobe— over 
upper left scapular area. The left 
bronchus is more vertical, thus 
requiring a nearly 45 degree 
elevation. 

Positions 
This position is correct for 
percussing anterior segments of 
right and left upper lobes— between 
clavicle and nipple areas. 

Posi tion 4 
This position is correct for percus- 
sing lingulp.i. process of left lung— 
from left armpit to nipple area. 



Position 5 
Itiis position is correct for percus- 
sing middle lobe of right lung— frcm 
right armpit to nipple area- 



Positijpne 
This position Is correct for 
percussing apical segments of right 
and left lower lobes — over lower 
scapular areas. 
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Position 7 



Position student on back, elevate 
hips 16 to 18 inches (4 to 4.6 cm) 
with pillows. 



Positiai 8 
Posi ti on" student on stonach. 
Elevate hips 16 to 18 inches (4 to 
4.6 cm) with pillows. 



Positiqn_9 
Position student on right side. 
Elevate hips to 16 to 18 inches (4 
to 4.6 cm) with pillows. 



4. Ttie techniques for percussing 
students under 40 pounds (18 kg) 
and other students in a sitting 
position are as follows: 

A. Person who does the 
percussing sits in chair with legs 
outstretched at 45 degree angle and 
with bottom of feet braced against 
solid, upright object. Place pillow 
in front of your knees. Place 
student face down on your lap with 
his or her chin resting on the 
pillow. 

B. Seated as bef ocer hold 
student face up on your lap, with his 
or her head resting on pillow. 



T 



"Position 



5. After percussing/coughing in all 
positions, assist student with 
breathing techniques. 



A. Encourage diaphragniatic 
breathing (breathing with diaphragn 
instead of the chest). Repeat about 
15 times. 



Ihis position is correct for 
percussing anterior basal segnent of 
right and left lower lobes — over 
lower chest area below nipples. 

Position's 
This positToifrrs correct for 
percussing posterior basal segments 
or right and left lower lobes— over 
lower chest areas (avoid kidneys). 

Position 9 
Ihis position is correct for 
percussing lateral basal segnent of 
left la^er lobe—over left side fran 
beneath armpit to end of rib cage. 



This position is correct for percus- 
sing posterior basal segments of 
lo^er lobes—over area from lower 
scapulae to end of rib cage. 
NOTE: Young children and infants 
usually have no upper lobe involve- 
ment requiring percussion. Percuss 
with light pressure. 



This position is correct for percus- 
sing anterior segnents of lower 
lobes— over area from below nipple 
to end of rib cage. 
NOTE: For babies, be sure head is 
firmly supported in both positions 
and percuss with light pressure. 

Percussion assists the student in 
raising sputum from the lung. This 
is the optimal time to accomplish 
maximum aeration of the lungs. 

Check for correct breathing by 
holding hand at upper abdomen and 
feeling it rise and fall while chest 
is still- Encourage diaphragnatic 
breathing at all times. 
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IfjS 



B. 



Have student- raise arms ever TMSTn^-FrTathTH? W 



head while breathing in, and have 
student Icwer armn while breathing 
out. Repeat abouc 15 times. 

C. Have student extend arms 
outward while breathing in, and have 
student put arms across chest while 
breathing out. Repeat about 15 
times. 

D. Encourage student to use 
prolonged expiration; i.e., pursed 
lip breathing. Repeat several times. 

E. Assist student in progressive 
relaxation, using several techniques: 



a. 



b. 



c. 



6. 



7. 



Imagery (Ihink of pleasant 
thoughts such as the beach, 
fresh air, and so forth.) 
Autonenic phrasing (Feel 
hanwS getting warm and heavy 
to promote relaxation, and so 
forth.) 

Progressive muscular relaxa- 
tion (Cont r,ct right arm. 
relax right arm- repeat for 
left arm, and so on.) 



At the end of each day, close 
liner from wastebasket and secure 
tightly before disposal. 

Record procedure on log or 
permanent health card. 



performing this exi rcise. Encourage 
this type of breathing in functional 
activities, such as combing hair, 
lifting, and so forth. 

Maintain breathing pattern while 
performing this exercise. Encourage 
slow expiration. 



This assists students in onptying 
the lungs. 



Ihis procedure assists students to 
minimize asthmatic attacks or other 
respiratory distress fsymptans. 
Progressive relaxation is used along 
with appropriate physician's 
recommendations. 
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INTERMrrTENT CAIHBTERIZATION 



A. 

B. 
C. 



infpifini^ neurogenic bladder are able to maintain continence, avoid 

ihl us^ ?n?/rff" f "'S^r acceptable in the classroa. through 
tne use of intermittent catheterization. 

Ihe fr^uency of the catheterization and of instillation of 
antiseptics will be reccmniended b^^ the physician. 

^uipnent and supplies should be kept in a separate container or 
covered box and should include: 

soap (Ivory is mild and nonirritating) 
tap water 

cotton balls (need not be sterile) 
2 cup measure 

catheter (size determined by physician) 

syringe (for instillation of medicine as prescribed by the physician) 
instillation solution and measuring cup ^ pnysician) 

D. Procedures for catheterization 



2. Gather equipment needed. iPosition equipnent for eas- reach 

I utilizing tray or shoe box* 
I suggested, 

3. Qeanse the genitalia. IPosition the child lying down, or, 

I for an older child, sitting. Wash 
I with the soapy cotton balls, start 
I from the urethral opening and move 
loutward. Do this three times, 
I utilizing a clean cotton ball each 
I time. 

4. Rinse with cotton ball and water. lutilize the sane motion as 

I cleansing. 

5. Apply lubricant. lApply a generous amount of lubricant 
J^-^-^^* I jelly into and around the urethral 

I opening or to the catheter. 
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6. Insert the ' ca the t er . 



7. 



Instillation 
physician) . 



(if recocninended by 



8. 



Gently remove the catheter and 
wash carefully. 



# 



iGrasp the catheter approximately 
'four to five inches from the tip. 
Insert into the meatus until urine 
flows. Then have child roll to side 
and/or sit up to be sure the bladder 
is empty. 

With each catheterization, there are 
seme organisms which are introduced 
via the urethra; the instillation 
solution kills these organians. 
Measure instillation solution into 
the syringe as a part of tne 
preparation. After the urine has 
stopped flowing, insert the syringe 
tightly into the catheter opening 
and gently push the solution into 
the bladder. Pinch catheter off and 
gently remove, allowing the solution 
to remain in the bladder. 

IWash the catheter with soap and cool 
water iraraediately after use. 
Utilize the syringe to force the 
soapy water and rinse water through 
the catheter. lay on a clean 
surface to air dry. Once daily 
place the catheters in a pan and 
cover with water. Boil for 10 
minutes. 



NOTE: If silver nitrate solution is used, remember that this 
material stains everything— clothing, counter tops, etc.— so be sure 
to provide protection by using pads under the child. We know of 
nothing to remove the stains after they have occurred. You may 
observe seme black flecks like pepper in the child's -irine. This is 
the result of the silver nitrate working and causes no harm. 
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INSERTING NASOGASTOIC TUBE 



I. General Guidelines 

A. Purpose 

The purpose of inserting a nasogastric tube is to adninister 
medications and feeding (gavage) directly into gastrointestinal tract. 

B. Qjuipnent 

1. Nasogastric tube--usually levin's tube (rubber or plastic, 12 to 
18 feet 3.65 to 5.48 m)— that is disposable. (Plastic tubes are 
less irritating than rubber.) tuoeb are 

2. Water-soluble lubricant 
3- Clamp fa: tubing 

4. Totfel and emesis basin 

5. Glass of water 

II. Procedure 
A. 



B. 



Explain procedure to pupil and tell him or her how mouth breathing and 
ayallowing can help in passing the tube. 

Have pupil in a sitting or high Fowler's position, with r^ck slightly 
flexed; place a towel across his or her chest. 

C. Determine with the pupil what sign he or she might use. such as 
raising index finger, to indicate "wait a few moments" be-^use of 
gagging or discomfort. 

D. Insert tube through nose only, with rubber tubing, place- in ice water 
to make tubing firm. With plastic tubing, dip in warm water to 
soften. 

E. Mark distance tube is to be passed by measuring. 

INSTRUCTKie: Measure the distance on the tube (1) fron the patient's ear lobe 
to bridge of nose; and (2) from the bridge of the nose to the bottcm of the 
Ji^?^!^'^^?!^^* ^^^^ ^° measuronents and mark this total distance on 

/i^,^ P^®^ °^ achesive tape. Refer to basic nursing text for 
further details. ^ 

^■^^^^ Key Points and Precautions 

1. I'Ubricate about 6 to 8 .Inches (15 Lubrication reduces friction between 
to 20 cm) of tube with mucous membrane and tube, 

water-soluble jelly. 



lfj2 



Lift head before inserting tube 
into nostril and pass it gently 
into the posterior rasopharynx 
aiming dcwrward and backward. 

When tube reaches the pharynx, the 
pupil may gag; allow him or her to 
rest for a few moments. 

Have pupil hold head in normal 
position, and offer him or her 
several sips of water sucked 
through a straw. Advance tube as 
pupil swallows. 

Continue to advance tube gently 
each time pupil swallows. 

If obstruction appears to prevent 
tube fran passing, do not use 
force. Rotating tube gently may 
help. If unsuccessful, remove 
tube and try other nostril. 

If there are signs of distress, 
such as gasping, coughing, or 
cyanosis, immediately remove tube. 

To check whether the tube is in 
the stomach: 

a. Aspirate contents of stomach 
with a 20 ml syringe. 

b. ELaoe end of tube in a glass 
of water. 

c. EL ace a stethoscope over 
epigastrium, inject 5 ml of 
air into tube and listen for 
the sound of air entering the 
stomach as the air is injected 
into the tube. 

d. Adjust tubing after these 
tests to determine proper 
position in the stomach. 



Passage of tube is facilitated by 
following the natural contours of the 
body. 



Gag reflex is triggered by the presence 
of the tube. 



Normal head position makes swallowing 
easier. 



Swallowing facilitates passage of 
tubing. 



Paroxysms of coughing would indicate 
that the tube is in the trachea- 



Aspirated stomach contents would 
indi-cate that the tube is in the 
stomach. 

Air bubbles will indicate the tube is 
in bronchus rather than stomach. 



Follow-U" fhase 



a. Anchor tube with 
iiypoaller genie tape. 

(1) Prevent pupil 'd vision 
from being disturbed. 

(2) Prevent tubing from 
rubbing against nasal 
mucosa or causing pressure 
on nares. 

Record procedure on daily log. 
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lUBE FEEDING: TUBE-SYR]]NGE ^ElH0D-NAS0GAS'reIC/GAS1^?CeroM!lf 



A. Purpose 

To provide adequate fluids, nutrition, and/or medication for an 
indivK ual who is unable to swallow safely. 

B. a^uipnent 

1. 50 cc syringe with catheter tip 

2. Container with prescribed formula at roan tgnperature 

3. Container with water 

4. Prescribed raedicacions 

5. Stethoscope 

6. TWill tape 

7. Catheter plug or clamp 



PROCEIXJRES 



A. Preparation of Pupil 



1. 

2- 



Explain procedure to pupil. 
Position in order of 
preference; 
a. Right side 



b. Left side 



c. Supine 



3. Elevate student to a 30 to 45 
degree angle for all posi- 
tions unless oontraindi Gated. 

B. Preparation 

Collect equipment and bring to 
student. 

C. Method 

Test for tube placement (naso- 
gastric tube). 

1. Wash hands. 



KEy POI NTS PRECamifgg 



Placement on right facilitates 
emptying of stomach contents into 
small bowel. 

Placonent on left side creates a 
pooling of the stcraach contents in 
the stomach. 

Stomach empties by peristalsis 
rather than gravity. Greater danger 
of regurgitation. If nasogastric 
tube is displaced, there is less 
possibility of food entering the 
trachea. 

The elevation helps prevent 
vomiting. 



Good organization saves time and 
energy. 
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PROCEEOrS" 



a. 



tube placement : ismce last feeding, stomach may be 

Aspirate through the tubelempty; therefore, use another meSod 

cont^nfi" "^^"^ "^"^^^^"^ Pl^^^"t Of tube. 

iJ-f more than 100 cc are aspirated, 
Ihold tube feeding and turn student 
^ Ito right side to facilitate emptyinq 

pi»^ ^ u , , contents into anall bowel. 

Place stethoscope belw lA bubbling or swooshing sound is 
xiphoid process of iheard when tube is in the stcmach; 

sternun and listen while lif no sound is heard, tube mav be in 

lungs; call nurse supervisor 
immediately. Do not give feeding. 



introducing 10 to 15 cc 
of air with syringe (not 
applicable for gastro- 
stomy tube). 
OR 



Hace tip of feeding tubelBubbles rn expiration indicate tube 
in cup of water and Imay be lung. Do not give feeding 
observe for bubbles (not I Call nurse supervisor immediately; 
applicable for gastro- iHe or she will evaluate the student 

land will clanp and remove the 
Inasogastric tube if indicated. 



stomy tube) 



Administration of Feeding 

1. Check formula expiration 
date. 

2. Attach syringe barrel to 
feeding tube, keeping tube 
clanped. Pour fluid in 
syringe. 

3. Hold syringe 3 to 6 inches 
(7.6 to 15.2 cm) above 
stcmach level. Unci amp tube. 

4. Continue to add feeding, and 
keep solution in syringe at 
all times until feeding is 
ccmpleted. 



Allow auid to fiow slowly 
into tube until feeding is 
completed. 

Rinse tube with at least 20 
to 50 cc of water. 



I 



ICollection of air in the tube will 
Ibe kept to a minimum in this manner. 

I 

IThis helps regulate the rate of flow 
I of solution. 

I 

llhis prevents air frcm entering 
I stomach during feeding. Pinch tube 
I off should student vomit or regurgi- 
Itate during feeding. If tube should 
I slip out partially during feeding, 
I STOP FEEDING IMMEDIATELif and check 
Ifor tube placement before proceeding 
I with feeding. If yui are unsure of 
Itube placement, clamp tube and 
idiscontinuefeeding. Call nursing 
I supervisor. 

IThis prevents regurgitation, 
Ivomiting, and/or diarrhea. 

I 

I By cleaning tubing, you prevent 

I dried particles from obstructing 
Itube. 
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7. Allow some of the water to 



■T-T- KE^-POIN'IS AND PRECAUTIONS""' 

rc^^in ^ . \. prevents air frcni being" intro^" 

^as?a^\ube?^' ^ I ^^"^ '"^^ ^^^^"^ ^^^^"9- 



# 



E. Care of Student 

1. Post-feeding care 

a. Allow student to remain 
elevated for 20 minutes 
after feeding. 

b. Student may be positioned 
on right side for 20-30 
minutes after feeding. 



I 



2. Observe foe student reaction, 
such as restlessness, color 
change, or distended adbanen. 

2. Daily care 

a. Nasogastric tube 

(1) Give oral hygiere 
daily. 

(2) Qean and lubricate 
nostrils as needed. 

(3) Check skin along 
twill tape daily. 

b. Gastrostomy tube 

(1) Give oral hygeine 
daily. 

(2) Cleanse area around 
gastrostomy tube 
daily. 

(3) Apply dry sterile 
dressing, if 
indicated. 



IThis helps prevent vomiting and/or 
laspiration should student 
I regurgitate. 

IThis positioning facilitates 

I emptying of stomach contents into 

lanall bowel. 

I 

I Report to nursing and/or medical 
I supervisory personnel and take 
'appropriate action. 



I 

I 

I Oral hygiene is necessary to prevent 
laccumulation of secretions. 
Ilhi.s prevents irritation of nasal 
I mucosa-. 

IThis i.)r events pressure areas- 
I especially over the ear. 

lOral hygeine is necessary to prevent 
iaccunulation of secretion. 
I To prevent skin irritation and 
lexcoriation from gastric juices. 




I 

I The dressing absorbs any discharge 
lof gastric juices and prevents any 
I skin breakdown. 



F. Care of R^uitment 



1. 



Plug nasogastric or gastro- 
stomy tube. 



2- 



G. 



Use of clamps on nasogastric tube or 
gastrostomy tube may cause pressure 
. , , lareas should student lie on them- 

Wash and rinse all equipment iTo prevent accuimlation of formula 
after each feeding. land growth of bacteria, clean the 

I equipment. 
Docimentation | 

I 

1. Record procedure. | 
2- Note pupil reaction. | 
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TRAOlEQSTOMi:: CARE AND aEANING OF TUBE STOMA 



SPECIAL NOTE 



All pupils neecaing tracheostcxty care have the 
gotential of presenting a life- threatening respiratoi 
emergency. Olierefoce, a qualified, trained staff 
person should be on site at all times to perform and 
direct emergency procedures of this type. 



Purposes 

1. To maintain airway by keeping inner cannula open and fre 
secretion and exudate 

2. To prevent infection 

3- To prevent irritation of tissue around tracheostomy i:ube 
4, To maintain airway when there is: 

a. Labored or interrupted breathing 

b. Excessive discharges or mucous plugs 

c. Restlessness and/or apprehension 

d. Dry. crusty secretions around tracheostomy tube 

Bguipnent 



I- Small disposable tray 

2. PS per cups 

3. Cot ton- tipped applicators 

4. Hydrogen peroxide solution, full strength 

5. Pipe cleaners and/or plastic drinking straws 

6. Gloves (clean, vinyl disposable) 

7. IWill tape, tracheal ti'^^: 

8. Antimicrobial ointments, if or.^ered by physician 

9. Sterilized tracheostomy dressing, if indicated 

10. Adhesive tape, if needed, to secure dressing 

II- Paper bag foe disposal of wastes 
12. I^per towels 

13 Suctioning supplies and equipment 

14. Qean scissors if tracheal ties are to be changed 

15. Dental floss for attaching tracheal plug 

16. Sterile saline or water 



Preparation of Pupil I — -^-i- 

I 

1. Explain procedure to pupil I if pupil is spastic, restless, 
and hew he or she can assist, lagltated, or confused, he or she m 

Inec-j to be restrained during 
I procedure. 
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^ ~^.^9$9JJ^ , ^ Key Points anj Pre~c^-i±r^i 

2. If student is on respirator, TTTvennianonTrTieeae^ 



determine breathing tolerance 
when he or she is off 
respiratory equipment 



3. 



Position student with 
tracheostomy area exposed. 



B, Preparation of Eguiproent 

1, Assemble supplies and take to 
student, 

C. Method 

1. Wash hands. 

2. Set out three paper cups. 

3. Fill one cup with hydrogen 
peroxide and one with sterile 
saline. 

4. Place two to four cotton- 
tipped applicators in third 
cup. 

5- Put on gloves. 

6. Remove soiled gauze dressing, 
if used. 

7. Discard dressing in paper 
bag. 

8. Using applicator moistened 
with hydrogen peroxide, 
cleanse stoma at least 1 inch 
(2.54 an) beyond outer 
cannula. 

9. Discard used applicators 
into paper bag. 

10. Using dry applicator, wipe 
cleansed area* drying 
thoroughly. 

11. Unlock and remove inner 
cannula, holding outer 
cannula in place. 

12. Place inner cannula in paper 
cup filled with hydrogen 
peroxide. 



cleaning, the following may be done 
a. plug tracheostomy opening and 
student ventilates by glosso- 
pharyngeal breathing (GPB). 
Attach Elder Demand Valve or 
Anbu bag, to fit outer cannula. 
IWo perLjns may be needed to 
complete procedure. 
Elevating head provides drainage of 
cleansing solution on the chest 
rather than into tracheal opening. 



b. 



c. 



Normal saline may be used instead of 
hydrogen peroxide, if indicated. 



Removing soiled dressing reduces 
contaminates at area to be cleaned. 



Do not wipe over area more than once 
witi the same applicator. Cleanse 
area next to tube first and proceed 
outward, using circular motion. 



Rinsing off hydrogen peroxide is not 
necessary. 

If smaller size inner cannula is 
difficult to remove, use dispo!:>able 
forceps. 

Be sure cup is filled to completely 
^over inner cannula. 
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14. 



15. 



16. 



17. 



18. 



19. 



20. 



21. 

22 

23. 



24. 



loak inner cannula in 
peroxide (1 to 5 minutes). 
NOTE: Sequence of above steps 
may be altered if inner 
cannula requires longer time 
to soak to remove tenacious 
mucus. Begin with step 11 
and continue through 14 and 
follow with cleaning stomal 
area (steps 7-11). 
Take out paper towel fran 
dispenser and lay on flat 
surface. 

Set paper cup and pipe 
cleaners on paper towel. 
Cleanse inner cannula with 
pipe cleaners and/or plastic 
drinking straw. 
Pour sterile saline or water 
into cup and allow inner 
cannula to soak a brief time. 
Remove cannula fron cup and 
pour sterile saline or water 
over it until it is 
thoroughly clean. 
Shake out excess moisture; 
put in clean paper cup. 
Pour out any peroxide and 
saline and discard paper cup 
and pipe cleaners. 
Take off gloves and discard. 
Pick up paper cup with cannu- 
la and return to student. 
Suction outer cannula and 
airway according to appro- 
priate suctioning procedure, 
if necessary. 
Replace inner cannula and 
secure in place. 



I Remove mucus by bubbling actio*™ 



25 



26. 



27. 



Determine that student is 
ventilating adequately. 
Attach respirator prior to 
cleaning. 

Change weekly the twill tapes 
that secure tracheostomy tube 
and change at other times if 
necessary. 

Apply antimicrobial ointments 
as ordered by physician. 



Using two pipe cleaner c or doubling 
end of pipe cleaner provides more 
effective cleansing than using one. 



Replacje inner cannula as soon as 
possible after cleaning to prevent 
mucus plugs from forming in outer 
cannula. 



Indiscriminate use of ointments may 
increase bacterial growth. 
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287 Apply ga'uze~3reTsing~iF"' 
needed to help hold tracheal 
cube in position or to 
decrease air leak. 

D. Care of Pupil 

1. Qieck that pupil is being 
adequately ventilated 
(ongoing procedure), 

2. Qieck that tracheostomy tube 
is positioned properly. 

E. Care of Hguipment 

1. Dispose of all supplies after 

use. 
2- Wash hands. 

?. Docunentation 

1. Record procedure on log. 



— KEY POINIg /^^ JPRECAriTinNfi 

IWhen secretions are copiousT^'e"""" 
'dressings must be changed frequently 
and the area must be kept dry. 



Student on ventilator should not be 
left alone or with untrained aide. 
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TOACHEOSTOMY: CARING FOR PUPIL WITH A CUFFED TUBE 



A- Purpose 



The purpose of foUcwing these guidelines is to provide a snug fit 

necessary for controlled or assist:ed ventilation throuqh the use of a 

^li^^ ^n^' ^^^"^Z" inflatable attadiment on a ?rSheoIt^^ ^ 

af^lii^tV''^''?^'' ^!u^^^^ secretions outside the tube 

as well as preventing the aspiration of secretions. 

B. Sguipment 

1- Suction apparatus 

2, Manual breathing bag 

3, Appropriate sterile* catheters 

4, Sterile gloves 

5, Sterile SDlution 

6, 10 cc syringe 

7, Stethoscope 

8, Tube clamps 

C. Special Considerations 

1. Speaking may be possible for the student with a cuffed 
tracheostony tube in place but not when the cuff is fullv 
inflated, ' 

2. Keep neck extended; when the student is in a sitting position, 
place pillows to maintain neck extension. 

2^^''!®?^^^ ^ ^"""9' and after the cuff is 

deflated and inflated to prevent hypoxia. 

4. Recognize the importance of frequent and adequate mouth care 

D. Personnel Reconmendation 

The procedure for caring for a pupil with a cuffed tube should be 
done only by the qualified school nurse or scmeone with specific 
training foe this procedure. t^ciric 



PROCEa)_R_^ 



A. Deflating a Cuff 

1. Suction pharynx— oral and 
nasal. 

2. Deflate cuff slowly 

3. Suction through the 
tracheostomy. 
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KEY po JUTS mp precautions' 



llhio removes secretions which could 
I be aspirated during the process of 
I deflation. 

I 

iRanoves secretions which may have 
Ibeen present above inflated cuff and 
laround exterior of tube and now have 
Iseeped downward. The coughing 
I reflex may be stimulated during 
Ideflation, whictj helps to mobilize 
I secretions. 



I 



1 n' 
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^ , , , KE.y POINTS PRECAUTTgNS — 

Provide adequate vehmationn^ntTnue observation^"stu^m:"^ — 
while cuff is deflated. Ipulse, color, and so forth, if 'any 
a. If the patient does not I signs of distress appear, place 
require assisted ventila- 1 student back on mechaiiical 
tion, provide huinidified Iventilator. 
warm air. 
If the student requires 
assisted ventilation: 
Provide a manually inflating 
breathing bag or respirator 
if student has been on a 
mechanical ventilator. 



B. Inflating a Cuff 



Stipulations: 

a. Inflating a cuff should 
be done SLCWLY when 
student requires mechani- 
cal ventilation or is 
being fed. 

(1) Semi-Fowler's posi- 
tion is most 
oorafcctable if 
permissible and for a 
half hour after 
feeding. 

(2) Place student on 
right side. 

b. Inflate cuff during 
inspiiraticn (positive 
pressure phase). 

Method A 

a. Inject air (approximately 
2 to 6 ml) into cuff 
until a complete seal is 
achieved. By listening 
with a stethoscope 
placed just below chin 
(submental) , one may 
determine that no leak 
exists if no air exchange 
sounds are heard. 

b. Qarip tuoe leading to 
culf . 

Metiiod B (minimal leak 
inflation) 

a. Inject air until full 
seal is acquired; with- 
draw 0.5 ml of air and 
clamp tube. 



If student is apneic. cuff should 
not be deflated more than 30 or 45 
seconds. 



Gravity assists moving food into the 
stomach* 



To prevent regurgitation of feeding. 



If seal is inadequate, the pressure- 
cycled respirator will turn off. If 
seal is adequate- air will not 
escape around tube or from nose or 
mouth. In the conscious student* a 
leak-free system is present when he 
or she is aphonic. 



A partial leak is purposely created 
s. tiiat respirator can be set to 
compensate for it. 
If at subsequent times, more air is 
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, POINTS AND PRECAn?TY?jg-~ 

required to inflate "cuffTirmaJ — 
I indicate tracheal dilation or 
I perhaps serious difficulty, i.e.. 
I erosion of a large blood vessel or 
I tracheoesophageal diver ticul up. or 
Ifistula, 

^* SS'cS^l"^ ^""^ "'"^ ''^"^^ 1^^^" ^ based on 

u^uipnerrc Irecognition of signs suggesting 

1 m„ u u laccunulation of secretions, 

1. Tracheobronchial secretions llhis minimizes possibility of 
are suctioned as frequently linfection. 

as necessary— 5 or 10 seconds I 
at a time and not oftener I 
than once every 3 minutes. I 

2. For information on the I 
sterile tectmique for tra- I 
cheostomy suctioning, consult I 
a reliable nursing textbook I 
or resource person. | 

D. Maintaining Humidified Warm I 
Inspired Air I 

1. Provide^ continuous flew of llhis prevents drying of secretions 

jand irritation of mucous manbrane. 

E. Recording Procedure | 

I 

1. Record procedure on daily I 
log. I 
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TRACHEOSTOME: E^ERGENCY aEANING OF IT^NER CANNULA 



I. GENERAL GUIDELINES 

This procedure is to be used only when a mucus plug is present and 
there xs not enougli time to follow the procedure. "Tracheostomy: 
Care and Cleaning Tube and Stoma," which was described earlier! 

A. Purpose 

1. To maintain airway by keeping inner cannula open 

2. To clear airway when there is a mucus plug present 

3. To relieve labored or interrupted breathing 

4. To investigate signs of restlessness and/or apprehension 

B. Eguipnent 

1. I^per cups 

2. Cotton tip applicators 

3. Hydrogen peroxide 

4. ntfi cleaners and/or plastic drinking straw 

5. Gloves (clean, vinyl and disposable) 

6. Paper bag 

7. Suction supplies and equipment 

C. Personnel Recarmendation 

The procedjre for the emergency cleaning of the inner cannula 
should be done by the qualified school nurse or staff person with 
specitxc training in the procedure. 



■^RQ^ffig^ KEY POINTS mP PRECAnTfnNR — 



A, Preparation of Pupil 

1. Explain procedure to pupil 
and horf he or she can assist. 

2. If pupil is on a respirator, 
determine breathing tolerance 
when he or she is off 
respiratory equipment. 



3. Position pupil with 

tracheostomy area exposed. 



12 



13 



If ventilation is needed during 
cleaning, the following may be done: 
1* HLug tracheostomy opening and 
pupil ventilates by glosso- 
pharyngeal breathing (GPB), 
Attach Elder Demand Valve or 
Ambu bag to fit outer cannula. 
Place the correct size adapter 
into outre cannula and secure 
with spring or rubber band. 
TWO persons may be needed to 
coTiplete procedure- 
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BT Tare' ot'Pupfr 

1. Check that pupil is being 
adequately ventilated. 



1 



C. Preparation of Bguignent 



1. 



Assemble supplies on a anall 
disposable tray and take to 
pupil. 



D. Method 

I. Wash hands. 

Set out three paper cups. 

3. Fill one cup with peroxide 
and one with sterile saline. 

4. Put on gloves. 

5- Unlock and remove inner 
cannula. 

6. Place inner cannula in cup 
with peroxide to soak. 

7. Cleanse inner cannula, using 
pipe cleaners and/or plastic 
drinking straw. 

8. Place irner cannula in cup 
with sterile saline cc water. 

9- Remove cannula and pour 
saline over it until clean. 

10. Shake out excess moisture and 
place cannula in clean cup. 

II. Suction outer airway if 
necessary. 

12. Replace inner cannula and 
secure in place. 

13. Attach respirator if removed 
prior to cleaning. 

14- Dispose of all used supplies. 

15. Wash hands. 

16. Record procedure on log. 



I 



Be sure to suction thoroughly; 
auscultate to determine adequate 
aeration in all lobes of the lungs. 
Postural drainage and percussion may 
be needed to dislodge mucus plugs. 



If r.ialler size inner cannula is 
difficult to remove, use disposable 
forceps. 

Be sure cannula is completely 
covered with solution. 
Using two or more pipe cleaners 
provides more effective cleansing 
than one. 
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INSTRUCTIONS FOR REDUCING RECTAL PROLAPSE 



Where possible, rectal prolapse should be reduced as soon as 
possible. Ihe staff manber reducing the prolapse should use gloves and 

I jelly. This IS a two handed job carried out with the pupil side I/ina 
and curled up. An alternative position would be to have the^^pii ^^ej^ 
across a stool or chair. Hiree or four fingers are held over the 
prolapsed rectum at the apex of the prolapse, with the fingers of the 
other hand guiding the mucosa into the anal orifice, the prolapse is 
rediced with a steady gentle pressure. Once the prolapse has returned to 
a point within the anal orifice, the index finger is then inserted and 
swept around the rectal vault to insure that the prolapse is completely 
reduced and the rectal wall is not folded upon itself. If the pupil 
continues to strain and try to have a bowel movement, then the finger is 
retained in the rectum for a minute or two until the pupil no lonaer feels 
an urge to pass stool. This usually only takes a minute or two. if the 
straining persists after three or four minutes with the finger in place, 
then the finger can be withdrawn and the buttocks held together with a two 
hands and then strapped together. Ihis strapping would need to be 
perf ociued tightly enough to ensure that the rectur does not prolapse 
around the strapping. b"-^^ayi^ 
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• Physiciairs Authorization for Having Specialized Physical Health Care 
Service Procedures Administered 

1. Name of pupil^ I5,rih dale 

2. Address. 



3. Physical condilion for which ihc standardized procedure is lo be performed: 



4. Name of standardized procedure. 



5. Check one: 

— I reviewed and approved the aiiachcd standardized procedure as written. 

— _ 1 reviewed and approved the attached standardized procedure with the attached modifications. 

' do not approve of the schoors standardized procedure and, therefore, have attached my alternate 

written recommendations. 

6. Precautions^ possible untoward reactions^ and inierveniions: ^ 



7. Time schedule and/or indication for the proccdur: 



8. The procedure is to be continued as above uniil - 

(Date) 

Physiciar/s signature: Date 19. 

Address Telephone 



To Whom It May Concern: 

I hereby give my permission for exchange of confidential information contained in the record of my child. 



(J^'^f^c) (B.rih due) 

between . 



(Signature of parent/guardian) 
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Daily Log of Treatment Administered SA?tPLE 



r 



Name . 



Procedure 
Physician _ 



Birth date . 
From 



School 

9 To_ 



Phone, 



# 



,19 



Time 


/ / 

Co m men I 


Inil. 


Dale / / 

Time Comincni Inii. 


Datc^ i ! 

Tifne Comment |nii. 
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Date 

Time 


/ / 

Comment 


inil. 


Date I I 

Time Comment Init. 


Date. / / 

Time Comment 


Init. 




























































































Date / / 


iMt. 


Dale / /' 


Ir.it. 






Ir;t. 


Time CornT.ent 


Time Co' — icni 


Tine Comment 
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Date / / 




Date 


LI ^ 


Init. 


Date / 


i r. : . 


Tirne 


Comment 


Init. 


Time Cc.t. merit 


Ti.T.e Comn:r.l 










I 




} 
1 
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1 












1 


1 


I 










i 
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i 










! ■ 




1 


Date., / / 


Inil. 


Date / / 


Init. 


Date 


/ i 


In:t 


Time 


Comment 


Time Commcnl 


Time Comment 














— [ 


1 












1 




1 
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1 












1 


i- 








1 




1 


— f — ' ■ — ■■! , 

1 ' 

J. - ... - . . . 




Signatures 



Title 



ERLC 



DireciioHi: 

Use one $hccl per proctdure and alLacli the sLanddxdized procedure (c each sheet. 

Person aJminislcrmg specialiicd physical healih ca/e shall inOJal m spaci dailv and mclud^i idcniifymc sicnature at bottom of pajrc only 
one lime. 

If student IS absent or if for any reason procedure is not done, indicate in "commcnr' column. 
Tiw. form shall be includtd \\\ student's cumulative heiJih record. 
Addjiional comments should be entered on the back of the sheet. 

Person supervising the procedure is to sign on days he or she is present in "signature" spaces at bottom. 
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^EDICATION m SGHOa 



AcMnistering legally prescribed drugs or over-the-counter 

T.tT'^L''''^''' ^"^^^ ^^ti"^ has^beccmH pri^ry^n^rn for 
educators because of the increase in the nunber of pupils rSuirim 
medications during school hours. requiring 

2l® Department of Education Pules of Special Education reaardinn 

'st'Cd^S's'^'5?rrSl"es^Sf?f^'i°"' '^''^'^ f or haSped'"'"'"' 

students. -Rie rules spell out requirements for ctiysician's orders narpnt- 

written pepission, container and labeling of thrLdication Soraof ^nH 
docunentation of adnini strati on. [670-12-23(281)] storage, and 

T„ ^^-f^^ complete rules will be found in the following oaaes 

in addition, Chapter 204 of the Code of Iowa designates to Se ?ow^ B^rd 
f.^f'rt^'^ '^«^PO"sibility of determining who can legally a^^S 
medications. In response to this, the Board of Pharma^^devL^d^ 
course of instruction to teach nonlicensed school pSsSnS Sf^tendarH. 
proceAares, and regulations for adnini strati SeSer^ standards, 
medications. Ihe course may be taught by the SEN and is re^Sed for 

Each AEA and/or LEA should also be responsible for developinq rules 

^tc^^lZ f'^'S"""' ^■•^^"^Po^tatiolTof abdications to^and frl 

school and foe the use of eraercjency medications such as injectiblL aS 
rectal suppositories (especially Valium). mjecciDieo and 

For resource information specific to rectal Valiun Special Education 
Nurses are urged to contact Gillette Children's Hospital, ^t feuf 
Minnesota. Further iiifocmation regarding the aSstrati^'ot ^' 

?^Sa1r1S' fo^r'pi' T'^^f.l^^ou^ the ApericL A^derry of 

reoiatrics, PO Box 1034- Evanston, Illinois, 60204. 

chn.nS^^L"'® ^ ^^ii medication the teacher and support staff 

should be aware oc the medication, the expected response, and the rossible 

Se%SS2'FSca''t?'on^SL'^°^ '^'''^ ''''''' ^^^^ co^um^'cate'^'t 

Smpies of forms used foe ph/sician and parent permission and 
docunentation of adnini strati on aro included in this^ction: 



# 
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^EDICATION ADMINISTRATION 



670—12.23(281) Medications. Each agency shall establish written 
policies concerning the adnini strati on of prescribed medication by school 
personnel during school hours. Medications shall not be adninistered 
unless the fol.rt.-ing requirements are met: 

12.23(1) Directed by physician. A statement of the physician's 
directions specifying frequency, amount, and method of adnini strati on 
signed by the prescribing physician must be filed at the school. 

12.23(2) Reactions and side effects. A physician's description of 
anticipated reactions to and possible side effects of the medicine must be 
filed at the school. 

12.23(3) Proper labeling. The medicine shall be maintained in the 
or.oinal prescription container which shall be labeled with* 

a. wficne of pupil. 

b. Name of medicine. 

c. Direccions for use. 

d. Name of physician. 

e. Name and address of pharmacy. 

f. Date of prescription. 

12.23(4) Parent's written consent. A parental signature on a statement 
requesting and authorizing school personnel to administer the medicine in 
accord with the prescription shall be filed at the school. 

12.23(5) Adninistering medication. The person responsible for 
adnini stering the medication shall have ready access to and review of the 
information regarding the medication filed at the school. 

12.23(6) Record of adtiinistration. Each Ume medicine is adninistered 
a record shall be maintained to include the pupil's nane, date, time, and 
signature of the person administering the medication. 

12.23(7) Security. Each school or facility shall designate in writing 
the specific locked and limited access space within each building to store 
pupil medication. 

a. In each building in which a full-time registered nurse is assigned, 
access to medication locked in a designated space shall be under the 
authority of the nurse. 

b. In each building in which a less than full-time registered nurse is 
assigned, access to the medication shall be under the authority of the 
principal. ' 



|^^,'^^5i^es_ofj£eci^^ (1985). State of Iowa, Department of 
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ADMINISTRATION OF 
CVEa-lHE-COUNTER ^CDICA^ICN* 



On July 12. 1985. the Iowa State Board of Nursing issued a 

^f^^if'f ^^r,^l5'?2 ^^sponse to a request by Carol Hinton, R.N., school 
nurse from West Des Moines School District. ^^wiuux 

cn..^^^?''-^'^^^^^ ^^^"^ ^ 1^931' binding decision to a 

specific circumstance or question. However, it also establishes a 
precedent in subsequent and siraUar cases. 

The Declaratory Ruling stated: 

The Iowa Board of Nursing has determined that the Code of 
Icwa and the Iowa Adtdnistrative Code do not forbid 
adninistration of over-the-counter medications by a registered 
nurse. ' 

The registered nurse, using education and experience, may 
determine that the use of over-the-counter medication, ordered by 
a parent, is the appropriate care for some children. Thus, the 
registered nurse may follow a parent's direction to give such a 
medication. ^ 

However, the registered nurse may also determine that an 
over-the-counter medication, ordered by a parent, could be 
detrimental to the child. In this case the registered nurse may 
refuse to adninister the medication and state the reasons, in 
writing, to the parent. 



*Appli cable to Registered Nurses only. 
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ADMINISTRATION OF RECTAL VALIUM 



Administration of rectal valium for status epilepticus has becane an 
accepted treatment, and the question of acJnini strati on in the school 
se^tlng needs to be addressed. 

It is recawnended that policies for giving rectal valiun in the 
school setting be established by each school district with consideration 
ot the following areas: 

1. i-Valuating appropriateness of adnini staring medication in school 
versus hospital, 

2. Developing procedures with cooperation of the parent /caretaker, 
physician, hospital/ trauma center, and school personnel. 

3- Validation that test dose has been actninistered to the child to 
determine sensitivity to the drug. 

4. Consideration of details, such as transportation to trauna center, 
nocification of parent/guardian, medical orders in place, monitoring 
of vital signs, onergency equipment available in case of anaphylactic 
reaction, or lack of response to medication. 
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DIRECTIONS FOR GIVING RECTAL VALIUM 



Equi jjnent 

LTrlTi f \PP|^°P"f!^^ f 2e for age and size of child and dosage 
amount (i.e., tuberculin for 1 cc or less, 3 cc under age 3 vears 
5-6 cc maximuti size). Syringe shoidd have taper tip end (Luer loik 
ends are difficult to insert and may cause injury), 
ir^pil?'" ^PP-^^P^i^te ^'^inge and drawing medication from vial 

^* S^il^sf^^^^ mg or 2 cc vial). Dosage may require multiple 

4. Lubricant such as lubrifax, Ki: jelly-. 

^" ^^JatiS??^^ ^^^^ ^ ^° buttocks for retention of 

Procedure 

1. Put the syringe and needle together. 

2. Shake all of the Valium into the bottan of the container. 

3. Break off the top of the Valium container. 

fi^Hnh? ^S'''"" ^® ^"^i^^e. Holding the syringe 

upright with the needle on top, push out any excess Valiun until you 

5. I^^iStfthe'l^ing^? ^inge. TAKE THE NEEDLE OFF TOE SYRINGE. 

6. Gently slide the syringe into the rectun about 2 inches. You will 
nctice some resistance as the syringe slides past two rectal muscieq 

Sntir^'if hSi^- .^'t together a^d r^^rSe""^ ingl'* 

Contir le holding toe buttocks together tightly for the next 10 to 15 

SniTf^L f'^^li!^^ can use achesive tape across the buttocks to 
noia cnem together. 

8. After giving the medicine, stay with the person to continue seizure 
observation and provide first aid. Watch for any slowing in 
breathing rate and note effect of medication on seizure activity. 

FROM: GUlette Children's Hospital 
200 East University Avenue 
612/291-2840 



References 

Refer to Resources 
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SAi^LE 
^EDICATICN PQLICi: 



An Area Edjcation Agency authorization lorm signed by the parent or 
s^'ool'hoSrsf" '''' medication to be gi^en during 

Only medications prescribed by a physician will be given at school 
Exception: In special circunstances and after consSLuon St^eP. 
parent/guardian and the school nur^, certaJ n nonprescrx^ioTtoqs 
may be gxven for short-term therapy (e.g., antihistami^f 
antitussives, antx-pyretics, etc.). 

All prescription medication must be kept in the original Dharmacisfc, 
container, with the origiml label attached, and muSTncluLT 

1. name of pupil 

2 name of medication 

3. strength and dosage prescribed 

4- name of physician 

5. name and address of pharmacy 

6. date of prescripti<xi 

All abdications will be kept in a closed, locked container Only the 
I^'^.Jf'^^ '^f^ delegate (s) wUl have access to the container. 
Any ctaff member adninisterxng medication will have knowledge of: 

1. reason for medication 

2 usual dosage 

3. mode of administration 

4. possible side effects 

A written record of the administration of each medication will be 
mainUxned. This record will include: 

1. student's full name 

2. name and strength of medication 

3. dosage and time of adminstration 

4. date given and name of person cidninistering 

5. pertinent observations (seizure, elevated 
temperature, etc.) 
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SAMPLE PARENT LETTER 



Dear Parent: 



The Iowa Departirent of Public Instruction's Rules of Special Education arp 
very specific regarding t^,e administration of medicatiS% th"ioJ. 

If your child needs medication during school hours, you must make sure 
i^^Hi ^'^"^ °^ Physicians Directions and I^rental Consent form 

lil^ ^1 ^'^"^^ ^ both you and the doctor and 2) the medication 
is sent to school in a prescription bottle. ^^^^xwu 

The Statement of Ehysi:ians Directions and Parental Consent form can be 

"^^A^ 5® !*°°^ """St be completely filled out 

and signed by the doctor. You must then sign on the botton line qtvina 
your consent for the school to administer medication. 

When sending the medication to school, you must make sure it is in a 
prescription botUe. Ihe bottle must be marked with 1) nane of pupil, 2) 
name of medication, 3) name of physician, 4) directions for use, 5) n^e 
and address of pharmacy, and 6) date of the prescription. If you are* also 
giving the medication at home, simply aLk the pharmacist to make ut .wo 
prescription bottles and divide the medication between the two. Ttien you 
can keep one at hone and send one to school. ^ 

If you have any questions regarding this policy, please contact your 
school nurse, ihank you for your cooperation. 

Sincerely, 



Special Education Nurse 



SAMPLE LETTER ID mYSlCim 



Dear Dr. 



Swon a °? ^4" Instruction's Rules of Special 

ft^S°,^ statement of the Physician's Directions must be on filffor 
ho^<= "oeiving medication given by school personnel during schc»? 
^S^n;c.^t*'*'''i°"^r*."=^"'^^ frequency, c^unt, method of 
^^S™h^' ^ ascription Of anticipted reactions of Se pupil to 
the medication. Also, according to the rules, the medication is to te 

!"rro?iiw"inT4!^'"' ""^^^-^ ^''^ ^ ^^^^^^ 

2' S^f ^ ^^^^^ons for use 

J. Name of Physician 6. Date of prescription 

According to our recorcJsr you are the physician for 

e^«i? receiving while in schobTr'^E'T'rew — 

f J^ch'o^f a^fn?S?lH!i\^ physici'^n.s'SJrect^ons 
tor school adnini strati on of the medication to meet the reauiranents of 

^^t^.^ Of special Education. After you conpllte Se ^sici^n!^ °^ 

Statajent, it is submitted to the parent (s) so they are aware cf the 

directions you wished to have followed. It is thS placed Sn filfin the 

student's record at school. We appreciate your cooperation rn't'JL " 

Enclosed you will find a medical release form signed by the parent. 
Sincerely, 



Special Education Nurse 
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SAMPLE 

STATEMENT OF fHYSIQAN'S DIRECTIONS AND PARENTAL CCNSEOT 
FOR SCHaX ADMINISTRATION OP MEDICATIONS 

NAME OF STUDENT 

AGE 



NAME OF PARENIS AND/OR GUARDIANS 
ADDRESS 

ATTENDANCE CENTER 
NA^E OF MEDICATION 

PRBQUENCy AND AMOUNT TIME. SCHOa DC6AGE ]S TO BE 

^u.«r»». w .«,«. .„ . „ ii,.,..... „ ^ „ ,,,,,^_^ GIVEN : pjyj 

METHOD OP ADMigSTRATION 

ANTICIPATED REACTIONS OF THE STUDENT TO THE MEDIG\TION 



HCM FREQUENTLY SHOULD THIS MEDICATION BE MONITORED BY A fflSHCIAN 



Signature of Prescribing Physician" 



Address of Prescribing Physician 
Please give to the above mentioned child the medication as directed above 
fn"??^m >^ ^^^'^t- ^^""derstood that this relives t^e teaser of 
all lidbility in adninistering this medication; providing directions are 

S^c^ML""' ^^^^^^ '''^'^ ^^'^'^^ P^^^^^-" 

Parent and/or Guardian's Signature n^te 

PARENTS' COMMENTS; 

For Scliool Use : 

1. I^rent release signed 

2. Person designated for adninistraHoifr 

Source; Arrowhead AEA 5 

Fort Dodge, lA 50501 
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SAMPLE 



Stuctent: 
Medication: 



Name 



Dosage: ^ 



MEDICATICN RECORD 



Month/Vear 



strength" 
Time: 



Unit 



Date 



r 



Given by: 
(signature the 
first time) 



T 



r 



Commentsj (seizures, behavior changes, etc.) 



Source: Monro? Developnrental Center 
Cedar Rapids, lA 52403 
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SAMPLE 



# 



aiENT 



FACILITY 



MONTH 



tCDIOVTMNROUTE DOSE PILLS TIMETI 

r 



n 



Trr"T"r"'n 



1 
"1 
1 
1 
1 
1 
1 



T 
T 
T 
T 
T 
T 




T2 



I^TES IN MJNUi 

I I |-T"T'"l — rT' 

r 



24T25T2Tr27T25 

""T"-r"-r"T 
"■"r7"i""T 
■"T""r""i""T 
•r""r""r"T 



"^rJSTai 



I3I£^^^SIS!SlCINE 
I A = ABSHSt 



— — — — — — — I— iWf— MIMWi 

IM = DWECrittJ 



r 



I A - mb NOT GIVEN 

Tx 



NO SCHOg 



DATE I 



■T""' 
"T""" 



EXPLANffTION OF MEDICINE NOTGB/qT - A 
REASCN CLIEUT DID NOT RECEIVE JCpfcmE 



ROU TES OF AIM^roKTO ATION' 

I.po = BY Moum Il^ZSogr — 

roy_=|jgiH.jYp'" 

=Ij£IGHT EYE ■ 

i^cs "= left"eye""' 

■ I E ""ear 



I Sfi - sub qjtweous 



(see belcjw) R = RECTAL 



I TOP = TOPICAL 



I 

'T 
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SAMPLE 



soioa DisTOicr name 

BUS DRIVER FORM 



Date 



Pupil's Nane 



Medication in sealed, labeled Pharmacy Container bottle 

"box 
vial 



Received from 



Parent's or Guardian's Signature 

Received by 



Bus Driver's Signature 

Released to 

School administrator or appointed school personnel 

This form is used only when parents or guardian cannot arrange to 
bring medication to school. Ihe request to give medicine at school must 
be completed for each pupil receiving medication at school regardless of 
who brings the medication to the school building. 

PupUs who require prescribed medication and who are eligible for 
Title XIX medical assistance, will have a specific request form catipleted 
before the prescription can be filled. 

The parents or guardian of these children who expect to have a 
prescription refilled should initiate the procedure about two weeks before 
the expected date of refill to assure continuity in the medical regimen. 
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COMMUNICABLE DISEASES 



17 
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CCNIROL OF COMMUNICABLE DISEASE 

I,, ^""^sslon of infectious diseases may be prevented or decreased 

by utilizing proper handwashing, diapering, and classroan cleaSiSss aSV 
monitoring the acUons of suspected and kn«n carriersr^lSSing Ind ^ 

isT=g?u^L^"n!^-^^^^ "^^^""^ inf e^SKsease 

educaUo,4°^^sSu^f ^""^ ^"^'^ i" 'he 

Herpes 

AIDS and its related complex ARC 

A section including questions about these diseases and reocmmendations 
for providing education to students who may have the diseaserwiU fSlJ^? 

Further information may be obtained from the following docunents 
regarding coimunicable disease as well as other resources lis^ed^xfwie 
reference section of this manual: ^" ^® 

1. "Control of Communicable Diseases in Man" by Abrahan S. Benenson. 
^* of°H^lihf Diseases in Schools" - Iowa State Department 

;"^S"'by1^e1^^2STD! ^"^^^^^^^^ ^^^^ 

^* n^S^f Wseases and the Enrolled Student; A Model Itolicy and 

Kuies usee;, Icwa Department of Education 1160-P09834- 12/85, 

The following pages include information and the suggested approach for 

Btlf jr'^M^''^T^ 'irt''' infections as dleloped^^li^es F. 
Bale, Jr., M.D., James A. Blackman, M.D., Jody Murrti, M.D., Deoart/iipni- n? 
Pediatrics and Neurology, University of Iowa College 'of ^ic^S^^'^L^ gty. 
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HERPES SIMPLEX VIRUS INFECTIONS: INFORMATION AND A SUGGESTED 
APPROACH FOR EDUCATICNAL PERSONNEL 

What is herpes? 

"®^^L^^"!P^®'' "^^^^ t° the herpes virus group which also 

(SSifLK^^^ E«x.shingles virus),%tSn»r^u1 

tCMv;, and Epstein-Bar r (infectious mononucleosis) virus. Hiese 
viruses are grouped together because of a cornion structure. HSV is the 
herpes virus relating to this suggested approach. 

^Sc^??^pH^k!t^"^'^ HSV produces a spectrin, of illness ranging from 
o^f ^ to a generalized, systemic (throughout the 

neurological damage. In adolescents or adults, genital HSV is seen 
most comionly. i^tients with eczema who are infected with HSV may 
develop a generalized rather severe secondary infection S the 
eczematous areas (eczema herpeticum). 

The most ocinnonly recognized manifestation of primary HSV infection 
^S^^iJf!f f?°"^t^^P«"od' gingivo-stcmatitis (inflamiation and ulcers 
throughout the mouth), usually occurs in infancy; but, on occasion, it 
may be seen in older children or adolescents. Qinically, ginqivol 
stomatitis IS characterized by fever, irritability, and a rash 
involving the mucous membranes of the mouth, particularly the guns 
However, most infections are subclinical (that is, they are often 
inapparent to either the child or others). HSV tends to perSst in a 
latent (resting or hidden) form following primary infection. 
Recurrences of oral HSV infection because of reactivation of latent 
virus are most often manifested as "cold sores." These cold sores 

^pJi?^® ?^ grouped vesicles (water blisters) on or around the 
lips. Reactivacion of genital HSV may occur also. 

Eye infections may be a primary manifestation of HSV infection or 

tfnn^Inn ""tl"^ ^^^"^^ ^ superficial conjunctivitis 
(inflammation of the thin covering of the inside of the eyelids and 
"whites" of the eyes) to the involvanent of the deep layers of the 
cornea. Encephalitis (inflammation of the brain) is a rare 
presentation of HSV infection affecting all age groups. Herpes 
encephalitis may produce alterations in state of consciousness and 
personality changes, or convulsions. 

Herpetic whitlows are single or multiple vesicular (blister-like) 
lesions, on the fingers usuUly around the nail bed. 

What are the two types of herpes simplex virus? 

•niere are two types of HSV: Type I (most oral lesions) and Type II 
(most genital lesions). HSV is transmitted frcm person to person. 
Type I infection is believed to result frcm direct contact, but the 
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exact mode of transmission has not been established. Tvpe II infection 
fLnTfi^J^h! transmitted disease. Type I strains may also be 

found in the genital tract, and Type II infections of the pharynx can 
occur as a result of oral-genital sexual activity. GeStal tyS^H^ is 
usually contracted after puberty. ^««utcu zyiJQ wcsv is 

Jtost neonatal infections are Type II. Neonatal HSV is contracted by 
^"£i"g^Passage through an infected lower genital tract at 
Dirth. lype I infection may also be contracted during the first years 
of life. liiinunocompranised individuals (e.g.. those receiving c=»ncer 
treatment) are prone to develop frequent recurrences of herpes simplex 
or severe disseminated disease. HSV infections are ubiquitous and 
occur throughout the year. Most infections with Type I virus and many 
with Type II virus are subclinical (inapparent). ^ 

The period of connunicability of patients with primary gingivo- 
stcmatitis (Type I HSV) is unknown, but it is likely that the risk of 
tranajission drops significantly or disapears when the mouth sores have 
healed. The same is true of patients with subsequent recurrent 
lesions. The virus is present in the highest concentrations in the 
first twenty-four hours after appearance of vesicles. Concentrations 
of virus decrease rapidly in the next twerty-four hours and cannot be 
recovered after five days. Ohe incubation period (tho period after 
exposure but before clinical manifestation of the disease) is usuaUv 
about four days. oua..j.y 

Ttie recurrent skin lesions following neonatal HSV infection are 
infectious until they are crusted over (usually three to four davs 
after initial appearance). " 

There are basically two types of children with H.3V infections: the 
infant who contracted herpes neonatally (most likely lype II) and the 
child who has a primary HSV Type I infection, ihe child with neonatal 
herpes may have recurrences (usually on the skin) ranging fran months 
to years after birth. However, the recurrences typically become less 
frequent as time goes on. The child with primary HSV lype I will 
typically have an infection in the mouth which is frequently 
asymptauatic, and the recurrence will be in the form of cold sores. 
For all rractical purposes, the precautions and reocmmendations 
regarding a child with HSV I or HSV II are identical. 

What is the prevalence of herpes simplex infection? 

The exact incidence of primary herpes simplex infections in children is 
difficult to determine since many of the infections are asymptcniati c. 
'mere are no satisfactory epidemiologic surveys available. It should 
be noted that most HSV infections in children below the age of puberty 
are oype I and that Type I HSV infections usualy occur before age 
five. HSV II is rare before adolescence. Anong adults, 70-90 percent 
have antibodies (evi'^ence of previous exposure and infection) against 
HSV Type I and 20 percent against IISV Type II. Up to 60 percent of 
adidts in lew socioeconomic status settings have antibodies to HSV Type 
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Who is most at-risk with herpes simplex infection? 

S^Sf ?^ni"^"^Ki^® ? °' ^^^^^ ^°"tract HSV infection 
have a considerable risk of severe illness and even death or lifeiona 

r"!^cid''°?i ^^bility. Beyond ti^is period, the risk S consideraSL 
rediced. it is unlikely that other than during the birth proSss 
infants and young children will be exposed to HSV OVc^ II (exceot 
through sexual activity with ^n infected individual^ ^ 

Beyond one month of age, the risks associated with HSV infections are 
no greater than that foe an older child or adultf ^cepSons in^ud^ 
indmdudls with eczema who may develop secondar^ her ^So skin 

l^tlTi,?y fa^STSe^cUon"' ^^^^^ ' dissemi^ted 

How is HSV transmitted? 

In "^J'l^i ^ ^"^"^^^y is typically transmitted 

to the infant during passage through the birth canal. Tyle 1 i^ection 
IS believed to be spread bj. direct contact, or through SSact tetwee^ 

l^T^t f^^HS?"" iS'j.""^ fr^ ^" °^"i"5 skin^wi?f relSSnt 

herpetic whitlow). HSV Type II typically occurs as a sexually 

trananitted disease. Theoretically, virus fran an infected source 
could be transmitted by hand to the genital .area. Howlver. f^ t^t 
tr^^f«f;;i^"S^ staff-child relationships, the likelihood of 
^^^^f SL^^'^'"®^^ negligible. HSV particles can survive on 
inanimate objects. Crs study showed that HSV fran oral lesions 
survived two hours on skin, three hours on cloth, and four hours on 
Ed^astic surface. Ihis does have seme implications for young children 
who may mouth toys used by children who have active HSV inflcSons. 

How is protection fran aoguiring HSV infection afforded? 

Persons serving individuals with active herpes lesions can protect 
thanselves by (1) avoiding direct contact with the infected 
individuals, especially their active lesions, (?.) thorough washing of 
nands with soap after direct contact with a child or objicts in conSct 

lesions, and/or (3) using gloves while handling an 
infected child or the objects used by an infected child. 

one^child^to^the^ji^^ ^ ^^^^ ^^^^ ""^^^ unwittingly carry HSV from 

If a staff member uses gloves and washes hands with soap after direct 
contact with the child with active HSV lesions, the likelihood of 
carrying the virus to another child is extremely anall. it is possible 
that a staff member might have contact with a child with asymptonaUc 
primary HSV lype I infection. In this case, it is possiblethat thtre 
could be child-to-staff-to-child transmission. This is a possibility 
which IS unavoidable and exists in all situations where adults care for 
children (i.e., hospitals, schools, hone, day care, etc.)» Most 
n2f^Ti?"fi! eventually contract HSV infection and the infection is 
usually very benign (that is, associated with nonserious consequences). 
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Is HSV considered to be. a quarantinable disease? 



Although the Anerican Public Health Association's control of 
coininuni cable disease recommendations state Uiat this is not a 
quarantinable disease, the special circumstances under which 
professionals serve infants warrant a more conservative approach than 
S^LfFii^^ '° population. Iherefore, we suggest toats^e 

H^^SiS^nn/P^P"^^^ ^"^^"^^ children with active^ 

rff^pr^^o^if^f- -^^ conservative precaution would be avoidance of 
fi^pr ^ ^'^^ Scy;Vej^sions by professionals and 

^Ti^ ^ 5 ^^^^^^ circunstancesra-more reasonable approach 

would be the use of gloves and good hand washing techniques when 

ffhiilLL?i^ active lesions. Ohe latter case may be applicable 

in home-based programs particularly when a child has frequent 
recurrences but requires frequent and regular services in preschool 

What is an appropriate approach to serving children with active or 
recurrent HSV infections in home-based prograns? 



a. 



If no lesions are present, the child is presumably not infectious 
and there is no risk to those who have direct physical contact with 
the child. 

b. \Ho precautions need to be taken when lesions are not present. 

c. If lesions are present, gloves should be worn during direct contact 
and hands should be washed well with soap after gloves are removed. 

d. If the child may come into contact with the clothes of the service 
provider, a gown should be worn as well. Disposable gowns are 
available for convenience. 

What in an appropriate approach to serving children with active or 
recurrenc HSV infections in center-based programs. 

a. If a child in a preschool program has active hercitic lesions, 
whether Type I or Type II, he should not be permitted in the 
classroan. When the lesions have disappeared (four to five days 
after the appea.:ance of the vesicle, for exanple), the child may 
return to the classroan with no risk to other chiildren or adults. 

b. NO precautions need to be taken when serving a child without active 

c. If a child with active HSV infection requires continued ser^'ices in 
a center-based facility, the child should be isolated from other 
children, the number of service providers should be lii Ited, and 
the service providers should exercise the same precautions as in 
item eight. 
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d. The only children who may be an unusual risk for contracting 

2vtrf o!!fLf 1^°^® inmunocanpromised or who have 

SuSd ^H^v) 'J K^'S e^ions other than those 

? ^J?.' ^ ^ '^^^^ With known active HSV infections is 
^ cl?ffp J^i?® problems of infectivity to other children 

h^.S rfn^^"^"^ physical defects such as 

nfff^.?''^^?'?: lung prohlans, or E*iysical anomalies are not at any 
greater risk than other children in the class. ^ 

^' hLf^S^ precautions agains HSV need to be te.ken by children who 
have other contagious diseases such as flu or colds. Presunably? 
If they are significantly ill. they will not be in the class?oS 
nor will the child with active herpetic lesions. "^^^^^^ 

f. Ohe only medications which are of significance are those with lower 
^fS:f^?°®; ^" mary cases, if the child on such medications is 
particularly susceptible to infections, his doctor will have 
recammended isolation fran other children for an appropriate period 

^' necessary when transporting a child 
with HSV on a school bus with other children? 

^rf^^I^ f^f'^ ^'^^^ ^^ive herpes lesions should ronain away 
from school until no longer infectious. If the frequency of 
recurrences precludes center-based instruction, services should be 
provided as explained under iton nine. 



Ac?^^L pf^'*"' ^^^^ ^' Bl^^k™^"' M-D. Alfred Healy. M.D. 

Assistant Professor of Assistant Professor of Professor of 

^'^^^^^^ Pediatrics Pediatrics 

University of Ia*a University of Iowa University of Iowa 
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HERPES QUESTIONS 



If a canker sore (within mouth) is not a herpes virus, what is it? 

tocteri'a\"^ ^Spn"pn?f '"^"branes in the mouth. Normal oral 

Dacteria my then enter. No virus or visual disease causing bacterir 
IS isolated in ttiat instance. "^«=aa; ujusmg oacteria 

Concern for child's age (critical periods) seems to be decreasing 17 
years - 6 month - newborn). PleasTccwnent: ^ °^ decreasing (2 

^^^./^ ^, ^! ^^^^^ ^° gingivostomatitis (typical as infant 

J^n^.S"^"^ has genital herpes but c],aims not to have had sexual 
contact, hew could infection occur? =>cAuax 

Suppose self-inocculation potentially fron oral sore, if has had 
sexual intercourse with individual who does not have known herpes 
simplex, individual has likely colonized buc without syS^oms'^Lst 
11 .ely, route is fonale to male in that instance. Male Ss to hSe 
much more overt or obvious disease. Feinales tend to have greater 

Sf^h'^oSt^pr'SJf^^^^^^^^ ^^^"^ - the uterus 

If child has chicken pox prior to one year of age, does the child have 
a greater chance toward recurrent chicken pox of^inglei, etc.? 

ilf?^^?^'^;*- "^'^ fi*^* «^"Ple of weeks of 

life. Oiicken pox prior to first year, more likely to have shinoles or 
other form later in life. Thread of evidence, one can have d^iSken t^x 
a!?,^inSllK"''' ''''''' reactivateTiS o^e^'f om 

ll iL^l^^^ f° cover lesions with bandaides and send to school or keep 
at home till lesions disappear? 

Current provision recommends child with oral lesions stay hone. Use 
procedures canpatible with other infectious diseases (i.g., imjjetiqo) 
Covering oral lesions with bandaides may be difficult M a JSSJnt* 
occurrence for child, school must make other provisions (i.e.f^sl? 
bandaides, in order to keep child in the program). 

Who usually makes the decision if child attends school or center? 

If sore has been identified, person in charge of center would decide. 
SrertSr!^ ^ impetigo, etc.), physician can help center 
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7, Sane parental response is positive toward Lefison in large amounts of 
treatment for herpes. Should we reconmend this to other parents? 

Lefison is one of many substances. It is unproved (controlled 
studies) . 

^- ^af hl?p^s?"°^^" ^^"^ ^° special precautions with children with 

No special reason for concern in herpes. Concern would be raised if 
v: i^u^L®^"^* Special concern only if women has genital sores with 
which baby may come in contact. 

9. Should child be kept home? 

Have special child's parents aware of risks. Less of a problon if in 
remission. Keep todcler home. If school-aged child, clarify. No 
contact with child if having chemotherapy. 

Presence of herpes should not warrant hesitation in giving CPR. Seventy to 
one I undred percent chance of herpes, one or two in all adult already. 
Virus IS susceptible to alcohol swab. ^ 

Stress, fever, menstruation, sunbathing (ultraviolet lights), and sk .,u are 
primary causes of reactivation of the virus. . - ate 



Source: University of Iowa 
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COTOMEGALCVIRUS INFECTTIONiJ : 
INPORMAI'ICN AND SU3GESTED APPROACH FOR EDUCATICNAL PERSONNEL 



Int r oductiai : 

EcSucators, therapists, and other personnel in special education 
^settings have recently raised questions about certain infectious diseases 
among their clients which potenti^Uy pose risks for thonselves as well as 
their offspring. The dominant concerns now focus on cytanegalovirus (CMV) 
This paper is intended to allay concerns by presenting up-to-date 
i.'formation on CMV and suggested guidelines for prudent practice in workina 
with chidren who are or may be actively excreting CMV. 

What i s Oy tomeqal oyi r us ; 

CVtcraegalovirus (CMV) belongs to the herpes virus group which also 
incudes herpes simplex virus (the virus that causes cold soces and genital 
herpes), Vari eel la-Zoster virus (chicken pox-shingles virus), and the 
Epstein-Barr (infectious mononucleosis) virus, ihese viruses are grouped 
together because of their oomnon structure and similar biologic behavior. 
Many different manmalian CWs have been discovered (e.g., mousa CMV, rat, 
CMV, human CMV, etc.), but infection from one species (e.g, mice) to anothp- 
(e.g., humans) rarely, if ever, occurs. Ohus, infection witii hunan CMV it; ' 
always the result of contact with another infected hunan being. 

Hunan CMV infection, like raaiy other viral infections, occurs 
throughout the world. In the United States approximately 1 to 2 percent of 
all infants excrete CMV in their urine at birth. Uiereafter, CMV infection 
IS steadily aoguired throughout life, and nearly all adults have been 
infected with CMV by the time they reach age 50 years. Iteople in developinq 
nations or in areas with high population density tend to acquire CMV 
infection at an early age. In Iowa, we estimate that approximately 40 
percent of 35 year-old adults have serologic (blood antibody test) evidence 
of past CMV infection. 

CJV is transmitted via several different mechanians. With the 
exception of blood transfusion or organ (e.g., heart or kidney) 
transplantation, transmission of CMV requires close, personal contact with 
an infected ndividual. Ccnmon sources of CMV infection include 
CMV-infected children, CMV-infected sexual partners, and CMV-infected blood 
products. In an infected individual, CMV can be isolated fran urine, 
saliva, blood, tears, stools, cervical secretions, or semen. CMV infection 
can also be tranaonitted from mother to child via breast milk. Uie urine or 
saliva of an infected individial usually contains the greatest amount of 
virus. An infected individual, adult or child, can excrete CMV in urine or 
saliva for many months or even years. 
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ir.i:^r?^Z i chilcaren represent one of the most common sources of CMV 

i^Sn Jh2; hfr^^^if "^^L^""^ ""^^^^ ^^^^^ 3"*^ ^ther countries have 
shewn that between 10 and 20 percent of healthy one-year-old children will 
be excreting CMV. In certain sifjations, such as daj care center s/the 
percentage of children between the ages of one and three years excreting CMV 

5^rr^L^'^'^^^i^° P^'^f!"^- ^" ^ ^"'^^ °f ^" day care center^ls ^ 
^ J^^i children between two months and 6 years had CMV in their urine. 
Despite the conmon prevalence of CMV among children, the risk to exposed 
children or adults appears to be very anall. Several well-controllS 
studies indicate that risk of CMV infection anong wcnien who work with vouna 
children does not exceed that of wanen who stay at hone. ^ ^ 

What Are the CLinic ail Manif estatiaris ? 

In general, the manif esf.ations of CMV infection depend on the age and 
the imnune status of the infected individual, m newborn infants, the vast 
majority have -o symptoms at birth. ApproxiroaCely 10 to 15 percent of these 
children will later develop varying degrees of hearing loss. An additional 
5 to 10 percent have a more serious illness known as cytomegalic inclusion 
disease (discussed below). CMV infection later in lif^ rari?y ^SS 
symptoms in healthy individuals. Occasionally children and adults develop 
an infectious mononucleosis-like illness with fever, malaise, and glandular 
swelling. Patients with abnormal inrnune systans can develop more serious 
canplications sudi as pneunonia, retinitis (inflanmation of the retina), and 
encephalitis (i.fection of the brain). tcuna/, ana 

What is Co ngenital O^tomeg alic Inclusion Diaeagg? 

Cytanegalic inclusion disease (CID), caused by CMV, represents the most 
common, serious congenital (occuring before birth) illness due to an 
infectious agent. Although 1 to 2 percent of all newborns have CMV 
infection, only 0.05 to 0.1 percent have QD. In other words, CID occurs in 
approximately one m every thousand newborns. This risk is approxiraatelv 
wl^i 5° ^1^^'^.?®*' a healthy twenty-five-year-old woman will give 
birth to a rinld with Down's syndrome (trisomy 21), the most cannon 

^^rS??^^ '^^^^'-^^! "^'^ °^ ^° ^^^^^^^ ^^ring the primary (or 
first) CVK infection of the pregnant woman. Even if primary infection 
occurs, however, there is still a 90 to 95 percent chance that the baby will 
De healthy. 

The infant with QD can have damage to numerous boc^ organs, including 
the lungs, liver, spleen, heart, and brain. Ihe most serious consequence of 
CMV infection is the damage done to the developing nervous syston. As a 
result, CMV-infected infants can have seizures, mental retardation, 
deafness, and blindness. Fortunately, this s-rious combination of sequelae 
develops relatively infrequently. ^ 
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Although antiviral drugs are being investigated, there is as yet no 
specific treutment for cytanegalovirus infection. ^ 

How is cm ^Infectio n Detected ? 

The most reliable method to detect CMV infection is to culture the 

S'ci;L^'^d'^?^?i^^ ""^'^-'^ ^ 'Ihe virus gro^s 

.^ri^nff^o^ i° ^'^^ ^^'^^ "^^y P^^^ the culture rlsults 

are conplete. A more rapid, but less reliable method is to perform 

serologic tests on blood. Hiese tests detect antibodies which the bodv 
develops in response to CMV infection. Etositive tests do not necessarily 
indicate active CMV infection but rather suggest that W infeC^i^^as ^ 
occurred sanetime in the past. ".^^^-iwn nab 

Main Points ; 

1. Nearly everyone sooner cc later acquires CMV infection, usually a mild 



2. 

3. 



CMV infection is very ocranon in day care/preschool settings with 
infected children excreting the virus for weeks to months. 

Congenitally infected children may excrete virus for several years. 

4« Trananission of CW infection requires intimate contact with an 

infected individial such aa in a parent-child relationship. Health and 
day care/presctiool workers apparently do not ha^e sufficiently close 
contacc with infected children to make tiieni acquire infection at any 
greater rate than tiiose outside tiiese professions. 

5. The greatest concern regarding CMV infection is for the pregnant wanan, 
especially if she has not been previously exposed to CMV and lacks 
protective antibodies. 

6. While a congenitally infected child may excrote QMV in urine and 
possibly saliva for years after birth, isolation of such a child is 
neither warranted nor recommended since it is likely that many other 
children in the same setting are also excreting CMV. Such is one of 
the occupational risks - albeit low - of working with very youna 
children. / ;r • y 
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Reoommendati ons 



f?.^"!^.^ nommuni cable diseases, good hygiene significantly lowers 
the risk of transmitting CMV infection. 



2. 



iJidividaals who have intimate contact with infants or young children 
who may be actively shedding CW should wash thei.- hands with warm, 
soaEV water after contact with the child. Diapers should be dispokd 
of in suitable containers. Gowns or rubber gloves are not necessary. 

3. Toys mouthed by young cnildren may be disinfected by iitmersing them in 
a solution of one part chlorine bleach to nine partk water. Nonim- 
mersible items should be air-dried for several hours in between use. 

4. Congenitally infected infants should not be excluded frcro center-based 
programs and should continue to receive educational and theraceutic 
services. ^ 

5. Pregnant wanen who work with infants or young children may wish to have 
a blood test to determine whether they are susceptible to CW 

CMV ^uitibody is present, the individual is likely immune 
• ^® ^^^^ ^° ^^^^ is extremely small. If the 

individual is not immune, she should practice good hygiene and should 
avoid direct contact with infants or young children who are known to be 
excreting CNv. 

6. In hospital settings, it is usually recommended that pregnant wcmen 
avoid contact with an infant known to be excreting CMV. The sane 
policy might be applied to the educatinal setting even though the risk 
of trananission is low provided good hygienic practi ces are observed. 
Exposure to other children who are excreting CMV but who are not 
tested, IS likely to occur. OYie only way to avoid this risk of 
exposure is to avoid young children altogether, a practice generally 
not practical cc desired. Despite the high rate of CW excretion arionq 
young children grouped in day care or educational settings, epidemics 
of cytomegalic inclusion disease have not occurred. Ohis suggests that 
the risk to pregnant women working in these settings must be anall. 

7. In order to reduce the attention that a child with congenital CMV 
infection receives, it may be helpful to doojnent that such a child no 
longot excretes this virus. Urine cultures fot CMV may be obtained 
every twelve months, if a culture is negative, a follow-up culture 
should be obtained six months later to confirm the cessation of virus 
excretion. Since not all health care facilities can culture OMV and 
since CW does not survive transport well, specimens should be 
subnitted directly at a facility, such as the Univeristy of Iowa, where 
cultures can be processed immediately, making the results more 
reliable. 
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frequency of CMV infection in day care centers." 
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Foundation. Alan R. Uss, inc., New York, 1984. "A sunmarv of a 
198r« workshop regarding CMV held in Riiladelphia April 20-22, 



3 91 



CMV QUESTIQviS 



Of 5 percent infected babies in pregnant mothers, how many are danaged? 

Majority are damaged and show symptoms within the nervous svstan 
(tegree of impairment varies from hearing and visual concerns to 
seizures and psychomotor retardation problops, etc.) 

Do adults shed Cm? 

CMV infectious mononucleosis syndrome is in adults (urine) for months 
or up to ^0 years. Homosexuals can have life-long virus depending on 
quantity of sexual contact. i>«="ui"y on 

Do you suggest a titer on prospective teacher of child secreting the 
virus. ^ 

Probably not much risk, but extent is not known. Alabama studies show 
no risk (i.e., hospital settings). Be certain method of measuring 
titer IS reliable. (Titer greater than 1-8 or positive show immune 
from further serious infection.) 

If titer results indicate 1-16, individual was infected in the cast, 
but no longer excreting the virus. If iramunosuppressed at later date 
(I.e., cancer, kidiey transplant, ect.), individual can re-shed virus 
again. 

If positive titer, mother and baby are immune. If immune, thev will 
not deliver infected and affected baby. i xx 

Should child be assigned to pregnant teacher? 

Do not remove child from center-based program, tesirable to have 
another teaoher/adult work with diild. Ten to forty-five times number 
of children also secreting virus in community. One can get virus fron 
many other sources. 

What is the percentage of children in schools having CMV? 

Day care setUngs (2 mo.-6 yrs.) were explored in Iowa City. Data 
indicates 25 percent are excreting the virus. 

HOtf to check the blood for transfusions? 

Blood foe transfusions is screened routinely at Iowa aty (for organ 
transplants, leukemia of serious malignancies, and premature or very 
young infants). Check antibody status first. If no antibodies, screen 
blood before transfusion. 
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^Isf^ ''"'^ placental barrier in pregnant wanen to the 

Yes, virus can infect tlie fetus throughout pregnancy. 
8. Are guidelines for CMV being established? 

CMV is a trickier problon since not as visible as herpes. We are 
working on guidelines. ^ 

Waiting for day care guidelines from the Center for Disease Control. 
Will be available as soon as possible. 

9« Is C31V virus present in tears? 

Yes, virus is secreted in tears. Quantity of virus is less than in 
urine and saliva. Urine and saliva remain most likely source. 

10. How could school nurse determine if child has CMV? And should the 
child be m the classroom? 

There is not a great risk for child remaining in the class, ihere is 
no practical way to keep children with virus out of shcools. Nurse can 
get culture, place on ioe, and senu to laboratory. 

11. How long does CW dLagnosis take by culture? 

•tekes 6-14 days. Lag time with lab report, contact Etiysician, and 
physician contact to nurse. 

12. What do you do until lab results are returned? 

There is no treatment. Few areas of concern or precautions. Reduce 
contact with pregnant individual (or those at risk). 

13. As a potential mother, can you sample my blood to see if antibodies are 
present? 

Sane false negatives and false positives. To prevent infection, use 
hygienic measures (husband, children, friends). 

Vulnerable infant may not have symptoms (i.e., gland swelling). Iirmuno 
suppressed state (kidney transplant, etc.) can have severe or no 
symptoms. 

14. How often do you recommend urine/saliva analysis on a congeni tally 
infected child? Could the virus ba present some months and not others? 

Virus amount waxes and wanes in secretions. Do analysis every 6-12 
months. 
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15. A physician refused to check shedding on an infant, what should we do? 

Procedures will vary anong ptiysicians. Alabama staff would NOT feel 
CMV location in urine "does much good." Most people do not recommend 
routine, serial cultures on most infants. We haven't yet decided what 
to do with the information. 

16. Correlation noted in the handbook (above) about CMV and Down Syndrane. 
Hease camient. ' 

CMV is not a cause of Down Syndrane. There may be imnunological 
abnounalities in Down children making them at greater risk for CMV. 

17. Hew long after exposure to CMV to build up an immunity? 

Jiiinunity develops witliin 2-3 months in general and lasts life long. 

18. Can CMV cause degenerative conditions? 

Most people feel it is not a degenerative syndrane. 

19. What is reocmraended for inservicing staff prior to placing CMV child in 
preschool program? 

Reccmnend CMV handbook entiUed: CMV: Diagnosis, Prevention, and 

Treatment 

Children's Hospital 
345 North Shiith Avenue 
St. Paul, Minnesobi 55102 
(612) 298-8835 
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AIDS/ARC 



c«nni!!'^'^Apo'' Deficiency Syndrome (AIDS) and Aids Related 

Complex (ARC) are ccmmLmicable diseases of recent concern. Suggested 
^Jf °" u^\* develop programs to meet the needs of these pupils in 
the public school systaii will be forthcoming. ^ 

Since AIDS and milder immune deficient syndromes associated with AIDS 
virus infection, eg. ARC are transmitted through intimate sexull Sntact or 
blooQ to blood contact, children with either AIDS or ARC should not po5 a 
health risk to other diildren oc staff in a school setting. 

Under the following circunstances a child with AIDS/ARC might pose a 

01^^°^^,^^"^""^^ 21 ^° ^' ^® ^^^^^ t^oilet training, has open 

sores that cannot be covered, or daronstrates behavior (e.g. biting) whiS^ 

Se^^d^tre'ai:."' '^^^^^^ of potentially infected bocV aidS^ into 
Does Conta ct with Body Fluidb Present a Risk? 

All body fluids of all persons should be considered to potentially 
contain^infectious agents (germs), ihe term "body fluids" includes- blood 
semen, drainage from scrapes and cuts, feces, urine, vaiitus, respiratory ' 
secretions (e.g. nasal discharge) and saliva. Contact with body fluids 
presents a risk of infection with a variety of germs. In general, however, 
the risk IS very Iw and dependent upon a variety of factors including the 
type of fluid with which contact is made, and the type of contact made with 

Examples of particular germs that may occur in bod^ fluids of children 
and the types of trananission concerns are found on tne following caqe. It 
must be emftiasized that with the exception of blood, which is normSly 
sterue, the body fluids with whicti one may come in contact usually contain 
many ocganians, some of which may cause disease. Furthermore, many germs 
may be carried by individuals who have no symptoms of illness. Ihese 
indivitijals may be at various stages of infection: incubating disease, 
mildly infected without symptoms, or chronic carriers of certain infecUous 
agents including the AIDS and hepatitis viruses. In fact, transmission of 
cOTnunicaW.e diseases is more likely to occur from contact with infected 
body fluids of unrecognized carriers than frcm contact with fluids from 
recognized individuals because simple precautions are not always carried 
out. ' 
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GQIERAL INFORMATION CN AIDS/ARC 



Questions and Ana^ers 



What exactly is AIDS? 

AIDS is an acronym for Aoguired Iimiune Deficiency Syndrane, This is a 
recently recognized disease that"occurs"in some people months to years 
after infection with the AIDS (HTLV-III) virus. A person with this 
condition is u.^ble to fight oif a variety of infections and rare 
illnesses. 



What are the symptoms? 

While the symptoms of AIDS vary, they remain for unusually long periods 
of time. Ohe individual may have repeated infections that result in 
persistent diarrhea, swollen glands, fatigue, fevers or persistent 
cough which the body is unable to fight off. After months to years a 
more severe and life- threatening illness develops, usually pneunonia or 
an uncommon skin cancer. 



What is the difference between AIDS and ARC? 

Aoguired Ihroune Deficiency Syndrane (AIDS) is a roedr'cal condition in 
which the bo<V has repeated infections and is unable to protect itself 
from certain unusual tumors and/or infections. AIDS Related Complex 
(ARC), sometimes called PRD-AIDS, is a condition"in which symptoms 
similar to those of AIDS are present but the person has not had a 
severe or life- threatening illness. Seme individuals with ARC may 
progress to AIDS, but many have the symptoms due to othe- diseases. 

How can it be transmitted? 

A virus has been found in the blood of people with AIDS, therefore, 
blood-to-blood contact could spread (transmit) the disease to others. 
The transmission of the condition has also been traced to intimate 
sexual contact with people known to have AIDS or who are in high risk 
groups, i.e., intravenous drug users, homosexual males, recent Haitian 
inmigrants, recipients of infected blood products. AlCb is not 
transmitted by casual contact with these people, such as holding a 
child, shaking hands, playing games, or working together; neither is it 
transmitted by objects used by these people such as toilets, doorknobs, 
pencils, chairs, cups. It is not transmitted through the air by 
coughing or sneezing. 

Can my child catch AIDS/ARC from adults or other children? 

Children, like adults, can only catch this disease from intimate sexual 
contact or blood-tcnblood oontafct with a person who has AIDS virus 
infection. The children who are known to have the disease received 
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the infection from exposure to their mother's blood during pregnancy or 
nrr^ni-f n'^ Childbirth froii a blood transfusion, or fran blood 
products used in treating hemophilia, 

SJertio^f °^ ^ ^^^^ """^ developnents in that 

There is no cure at present since this is a new disease. It is known 
■tl develops the disease who has actually been infected 

with the AIDS virus. Now that the virus has been identified, the 
potential exists to develop a vaccine in the near future. 

Why do Haitians contract AIDS/ARC more frequently than other ethnic 
populations? 

Haitians who are recent (since 1978) imnigrants to the U,S, or Canada 
appear to have a higher risk in contracting AIDS, Ohere have been manv 
hypotheses offered, such as the use of unclean needles in certain 
treatments, but as yet none have been proven. 

Do all children with AIDS/ARC die? 

Of the children known to have AIDS, 68 percent have died of one of the 
rare infections or illnesses that they aoguired because they could not 
fight off infections. Children with ARC may not progress to AIC6 and 
one of these rare infections. It is not known hew many individuals 

What medical progress is occurring relative to AIDS/ARC? 

Scientists at the National Center Institute in 1984 determined that a 
virus (HILV-III) is the probable cause of AIDS, Ihis discovery has 
made It possible to develop tests to determine who has been exposed to 
the AIDS virus. Tests are also being developed to screen donated blood 
to reduce the risk of trananission through transfusions or blood 
products, Ttie development of a vaccine is expected in 5-10 years, 

WUl the school eventually be testing or screening all children for 
AIDS virus infection. 

This is not likely. School screening or testing prograns are developed 
according to the prevalence of a condition in the school age 
population, Sdiool age children in general are not considered a high 
risk group, ^ 

Is AIDS related to Herpes? 

AIDS has been confused with Herpes but is an unrelated illness, Ihere 

are five types of Herpes viruses which cause tiie following Unesses; 

oral and genital herpes, chicken pox, mononucleosis, shingles and 

cytomegalovirus, Hcwever, it should be noted that people with inmune 

deficiency are more susceptible to the illness associated with these 
viruses. 
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^nc^'n^?^'* 1}''' instruct AIDS/ARC children more vulnsrable to 

AIDS//«C tranaiassion? 

Pregnant teachers are at no greater risk than others in the school 
setting. Teachers, like any other individual, may contract the disease 
i^f^ct^d^'bloS?^^'* """^ AIDS/i>J?C or fron inoculation with 

Are there certain precautions that will be taken if a child with AIDS 
IS present in the school? 

Schools will not need any special precautiais to protect other children 

u^^®^"^ routine procedures for cleaning up body fluids after any 
child has an accident or injury. The child with AIE6/ARC will need 
protection if there is an outbreak of measles or chickenpox, since the 
child IS unable to fight off or be protected by vaccines against such 

Cu. S63 S6 S • 

How can I be assured that there is no chance that my child can contract 
the disease if it is present in the school? 

It is important to think of this as a condition present in an 
individual, not in a school or building. No child in the USA has ever 
acquired the disease other than frccn his/her mother before birth or 
from a blood product or transfusion. 

Are you positive AIDS can't be caught from toilet seats, drinking out 
of the same cups, etc.? 

With current information, there is no evidence that could lead us to 
assume that the AIDS virus can survive outside the body and infect 
others. This has been a concern from many diseases. Toilet seats have 
not been demonstrated to be the source of infection for any of these 
many diseases. Sharing ccimion cups is a possible means of transmission 
Of agents capable of infecting the mouth or throat (e.g., influenza or 
the ooninon cold) and should generally be discouraged. The AIE6 virus 
is not such a virus. 

With all the cold germs, etc., that children '-arry, wouldn't it be an 
enormous risk to the AIDS child to be exposed to said germs? 

Most children with AIDS are under medical treatment to protect them as 
much as is possible fron ccramon germs. It is not considered 
appropriate to deprive then or any child with an immune deficiency of 
normal socialization with other children. Those that are too ill to 
tolerate chilcJiood infections will not be sent to school in the first 
place. 

How about spit/saliva? Are you 100 percent positive that this can't 
transmit AIDS? 

tYcm everything that has been studied with over 8,000 known cases in 
the past three years, there has been no docunentation of transmittal of 
the disease by aaliva even in the intimacy of the family setting. 
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Isn t there the possibility that the AIDS child can cut him/herself 

S^^i if oi!"?^'?^"^ implications of this could be. 

What If the child bleeds in the bathroan and doesn't tell anyone? 

There is no risk of spread of infection from the blo»^d of a child with 
AIDS unless that blood is inoculated into another person through a cut 
that IS open to their bloodstream. Teachers monitor activities on the 
playground and children are taught to report any accictents Sit ZT 

mfn^Vn^'^"^'®" "'^^ ^^'^^ ^hey are infixed even for very 

uuL noi. cues* ' 

I, as a parent, believe that I should have a right to know if a child 
or adult in ny chUd's school has AIDS. 

Your concerns as a parent are understandable in light of the 
conflicting information that has been available on this new illness, 
schools must protect each ciiild's right to privacy whether he/she has 
herpes, leukemia, or AIDS. In all cases, the risks to the school 
population are determined by each child's physician and the school 
medical advisor. Much has been discovered about the transmission of 
AIDS. Now that the virus has been found, the means of spread has been 
narrated to either intimate sexual contact or blood-to-blood contacf. 
This means the blood or fluid from a cut on a person with the virus ' 
would have to be injected into the blood of another person to possibly 
transmit the disease. ^ ^ 

What if ray child makes friends with a child with AIDS and, for example, 
?J -"^1^5 AIDS child home to play. Don't I have a right to know that 
houL? ^" ^^"^ ^^^^^^ ^^^^^ him/herself at my 

Sii^®!^^^"^ together is not the kind of contact that will transmit 
AIDS, ihe parents or guardians of any child with AIDS or other iimiune 
deficiencies m'jst consider who needs to know of the child's health 
problan. Caring foe the child after a typical bump, scrape, or bruise 
should pose no problem it you merely cover any cuts with a bandage, 
the. wash your hands after caring for the child. 

In younger children who develop a close friendship with other children 
their age, they sometimes like to become "blood brothers/sisters" 
Usually the children will cut a finger with a pin or knife and loin 
their blood at the point of the wound. Can this event posbiblv 
transmit AIDS? ^ 

The practice of becoming "blood brothers" presents a risk of spread of 
a nunber of infections including those that may be transmitted fran 
germs on the knife oc insttunent used to make a cut. The practice of 
squeezing blood out of the wound to mix with that of the other 
individual would decrease the potential risk. Ihis practice presents a 
risk of trananission of AIDS, hepatitis B, etc., anJ should certainly 
be discouraged. Thus far, none of more than 100 persons having 
accidental needle sticks from needles recently in contact with blood of 
AIDS patients have developed infection wiUi the AIDS virus. 
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MDS/^^^' adninistrators ac3equately informed about 



r^^^nt^mmS^^^f^'^f ^ ^^^^ '""^^^ learned in the 

recent months that it is necessary to educate all school staff, 

^^rl"^ ^f"^'^' ""^^'^ °^ "^^^^1 canmunity who have not 
had access to recent factual information. 
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TRANSMISSION CONCERNS IN HiE SCHOa SETTING 
BODif FLUID Sa'SCE OF JNFECTIOtlS MENTS 



BODY FLUID - SOURCE ORGANISM OF CONCERN TOANSMISSION CONCERN 



Blood 
-cuts/abrasions 
-nosebleecJs 
-meases 

-contaminated needle 



Hepatitus B, virus Bloodstream inoctdations 
AIDS virus througli cuts and abrasions 

cytomegalovirus on hands 

Direct bloodstream inoculation 



*Feces 
-incontinence 



Salmonella bacteria Oral inoculation fron 
Shigella bacteria contaminated hands 
Rotavirus 
Hepatitis A virus 



*Urine 
-incontinence 



cytomegalovirus 



Bloodstream and ?oral 
inoculation from 
contaminated hands 



Respiratory Secretions 
-saliva 

-nasal discharge 



Mononucleosis virus 
Common oold virus 
Influenza virus 



Oral inoculation from 
contaminated hands 



AIDS virus 



Bloodstream inoculation 
through cuts and abrasions 
on hands; bites 



*Vaiutus 



Gastrointestinal 
viruses, e.g., 
(Nor walk agent 
Rotavirus) 



Oral inoculation from 
contaminated hands 



Semen 



Hepatitus B 
AIDS virus 
Gonorrhea 



Sexual contact (intercourse) 



♦Possible transmission of AIDS and Hepatitis B is of little concern frcm 
these sources. There is no evidence at this time to suggest that the AIDS 
virus is present in these fluicte. 
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^111^ What Should be Done to Avoid Contact wihh "^^ fl^nj^? 

When g)ssible, direct skin contact with body fluids should be 
avoided. Disposable gloves should be available in at J east the 
custodian's, nurse's, or principal's office. Gloves are recaimended when 
direct hand contact with bodi^ fluids is anticipated (e.g., Stin^ b?o^Sv 
hTsV ^"t?"^'?^ ^ incontinencercleaning ^.^l spjfis^"^ 

hand). If extensive contact is made with bodv fluids, hands should L 
washed afterwards. Gloves used for this pur^se Sd te^ut i^a 
plastic bag or lined trash can, secured, and disposed oflaily. 

What Should be Done if Krect Skin Contact Occurs? 

in many instances, gloves may be immediately unavailable or other 
anticipated skm contact with body fluids may occur (e.g., when wioina a 
runny nose, applying pressure to a bleeding injury outsid4 thl caaSr^ 
helping a child in the bathroan). In this'casi, hands and Xr Lfe^d 
wat2r'3?L di?ik'^^^ll^^'°"' Should be routinely washed with soap and 
i^^l 7 . ^ Clothing and other nondisposable 

ii^ hi^'^n'n-S!^! "f5^.^° ""'^ fl^d^ are soaked through 

with body auids should be rinsed and placed in plastic bags. If 

presoakmg is required to remove stains (e.g., blood, feces), use aloves 

to rinse or soak the item in c«ld water prior to bagging a o^hlnfSd 

be sent home for washing with appropriate directions to parents/teachers 

• h.°^^'^i"'''^-^'S?^^^^'^^ ^^'^^"^^^ diK should te 

handled as with disposable gloves. =.iiwuj.u uc 

How Should Spilled Bod^ Fluids be Ranoved F ran the Enviromient? 

h.^"2f -5??°^^ standard procedures already in place for ranoving 
bocV fluids (e.g., vanitus). These should be reviewed to determ^ 
whether appropriate cleaning and disinfection steps are included, tenv 
n ^^"^^ specifically for cleaning body 

ni^,L S ^f^^!:^-' Philadelphia, PA). Disp^ble 

gloves should be worn when using these agents. The dry material 
applied to the area, left for a few minutes to absorb the fluid and then 
vacuuned or swept up. The vacuum bag or sweepings should be disposed of 
in a plastic bag. Broan and dustpan should be rinsed in a disinfectant. 
No special handling is required for vacuuning equipnent. 

H andwashing Procedures 

Proper handwashing require'^ the use of soap and water and vigorous 
washing under a stream of running water for approximately 10 seconds. 
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Soap suspends easily removable soil and microorganisms allowing than 
to be washed off. Running water is necessary to carry away dirt and 
debris. Rinse under running water. Use pafer towels to thoroughly dry 
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Disinfectants 

An intermediate level disinfectant should be used to clean surfaces 
contaminated with body fluids. Such disinfectants will kill vegetative 
bacteria, fungi, tubercle baoillus, and viruses. The disinfec-Lant should 
be registered by the U.S. Environmental Protection Agency (EPA) for use as 
a disinfectant in medical facilities and hospitals. 

Various classes of disinfectants are listed below. Hypochlorite 
solution (bleach) is preferred for objects that may be put in the mouth. 

1. Ethyl or isopropyl alcohol (70 percent) 

2» germicidal detergent in a 1 percent aqueous solution, e.g., 

3- Sodium Hypochlorite with at least 100 ppm available chlorine (V2 cup 
household bleach in 1 gallon water, needs to be freshly prepared each 
time it is used). 

4. &iaternary arnmoniun germicidal detergent in 2 percent aqueous 
solution, e.g., Tri-quat*, f^tar*, or Sage*. 

5. lodophor germicidal detergent with 500 ppir available iodine, e.g.. 
Wescodyne*. 



sinf ection_ of Hard Siorf aoes and Care of a juipnent 

After removing the soil, a disinfectant is applied. Mops should be 
soaked in the disinfectant after use, and rinsed thoroughly or washed in a 
hot water cycle before rinse, ttsposable cleaning equipnent and water 
should be placed in a toilet or plastic bag as appropriate, Nondisposable 
cleaning equipnent (dustpans, buckets) should be thoroughly rinsed in the 
disinfectant. Ihe disinfectant solution should be pronptly disposed of 
down a drain pipe. Remove gloves and discard in appropriate receptacles. 



Disinfection of Rugs 

Apply sanitary absorbent agent, let dry, and vacuum, if necessary, 
mechanically ranove with dustpan and broom, then apply rug shanpoo (a 
germicidal detergent) with a brush, and revacuun. Rinse dustpan and broon 
in disinfectant. If necessary, wash brush with soap and water. Dispose 
of disposable cleaning equipnent as noted above. 



*Brand names 'irpJ only for exanples of each type of geimcidal solution 
and should not be considered an endorsement of a specific product. 
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The most important factor in laundering clothing contaminated in the 
school setting is elimination of potentially infectious agents by soap and 
water. Addition of bleach will further reduce the nunber of potentially 
infectious agents. Clothing soaked with body fluids should be washed 
separately fran other items. Presoaking may be required for heavily 

J'^^ ^'^y "s^^l- ^ the material is 
bleachable, add V2 cup household bleach to the warm cycle. If material 
IS not oolocfast, add 1/2 cup nonclorox bleach (e.g., Qorox II, Borates) 
CO the wash cycle. 



GUIDELBJES FOR /ii\NDLING BODY FLUIDS m SCHOOLS was prepared by EUaine 
Brainerd, State Department of Education, in consultation with Janes 
HadLer, M.D., riPH Chief, Epidemiology Section, and Patricia Checko, MPH, 
Epidemiology Program, Connecticut State Department of Health Services, 
December, 1984. 
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CHILD ABUSE 
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MANDATORY REPORTING 



It IS now mandatory that all cases of suspected child abuse and 
neglect in the United States be reported to the proper authorities. In 
n;'^^!^" ^° ^® federal Child Abuse Prevention and Treatjnent Act, P. L. 
93-247, every state has a law which defines child abuse and neglect and 
spells out the penalties for professionals who fail to report. All nurses 
are mandatory reporters in Iowa, and should be faniliar wit., the law and 
the reporting procedure for the state and local area education agency, in 
addition, each local education agency should have written procedures for 
reporting which adhere to state guidelines. 

More complete information about common clinical findings, 
documentation of findings, and suggested follov^up will be found in 
resources listed in this manual. 

Forms for referring to Department of Hunan Services, information 
needed for the referral, and indicators of maltreatment are included in 
this manual. 
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SUMMARi: OF im 



The following is a brief sunmary of changes passed by the 1985 Iowa 
Legislature, ' 

of HElS^n^Irifrfc^ ^r^cT^"^??'^ 'T'^^' "'"^^^ ^h^ Department 

cnh^?J?L !i 24 hours, a written report must be 

submitted to the CHS within 48 hours of the oral report. Form^f or making 
the written report are available from DBS offices ih every county. 

««i.-?^!u^2"^.""®^^^^ ^ mandatory reporter is no longer required to 
notify the building adtanistrator. Mandatory reporters cannot be coerced 
anyone of the report except CHS. If the mandatory reporter 
does notify the principal or superintendent that a report has been made, 
they may be violating the statutory confidentiality of the report. 

If a mandatory reporter wishes to notify a superior of the report, 
they must include that fact in the written report or notify CHS that the 
information has been disseraj.nated to a third party. In sudi instances, a 
written record must be sent to the CHS central registry and must include 
the nape of the superior, the date and the purpose of redissemi nation. 
Violation of this law, knowingly or unknowingly, is a simple misdemeanor, 
meaning a maximun fine of $100 or imprisoiment up to 30 days. 

The law now requires that CHS notify the mandatory reporter of the 
results of the investigation. Ohe reporter's identity is kept 
confidential as a matter of law and policy. 

A mandatory reporter who knowingly and willfully fails to report 
suspected child abuse may result in civil and/or criminal liability, what 
IS required for reporting is a "reasonable belief that the child has 
suffered harm at the hands of or due to the amission of a parent or other 
person responsible for the care of the child. 



Printed with permission from author, Kattjy L. Collins, Department of 
Education. 



20^ 



3 



MAKING A REFERRAL 



When making a referral to the Department of Hunan Services about an 
alleged incident of child abuse, there are pieces of information which the 
investigator will need. Ihis information will help to determine the 

rl!!!f r^J^ ^ ' ^° 1^*^ "^^^^ determine whether (as defined by Iowa 

Code) child abuse exists. WhUe one informant cannot provide all of this 
information, the questions below can help you in preparing to call in a 
referral. ^ s 

A. Nature of the Referral 

1. Why is the family being referred? 

2. What incident caused you to call us? 

B» For Physical Abuse 

1. Has the child been injured? 

2. What is the nature of the injury (size, shape, location, color, 
description)? 

3. When did the injury occur? 

4. Who caused the injury? How? 

5. Did you see tiiis happen? 

6. How do you know this happened? 

7. Did you see the injury? 

8. How do you know there was an injury? 

9. Is medical care needed? 

10* Could the parent (or other responsible caretaker) have tsrevented 
the injury? How? 

C. Foi: Sexual Abuse 

1. What is the mture of the sexual abuse? (Who did what to 
whan?— Specifically) It is important to know as precisely as 
possible what happened to determine later whether the incident is 
within the definition of sexual abuse and investiga table. 

2. What is the relationship between the alleged abuser and the 
child? 

3. When did the alleged abuse occur? 

4. How did you find out the abuse occurred? 

5. Was the child injured? How? 

6. Do you think medical treatment is needed? 

7. Has the child received a medical exam? 

8. (If the alleged abuser is not a responsible caretaker, then:) 
Could the parent (or other responsible caretaker) have prevented 
the incident? 

D. Denial of Critical Care 

1. What kind of care is not being provided to the child? 

2. What person is responsible for depriving the child of this care? 
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3. What effect has this lack of care had on the child? 

4. Has the child been hurt or harmed? 

5. Is medical care needed for tiie child? 

6. When did the incidents you are reporting occur? (Do you have 
these incidents logged in written form?) 

7. Hay did you find out these things happened? 

History of Abuse 

1. Hew long has this situation been going on? 

2. Do you knoy of any prior incidents of abuse or neglect? (what, 
when, where, etc.) 

Other Information 

1. Does the family know your referral is being made? 

2. Do you think the family is likely to flee? If yes, why do vou 
think so? ^ i i 

3. What other people have witnessed abusive incidents (or injurie 
or other evidence of abuse?) 



^ c «J 
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Sone Indicators* of Child Malcreatr.ent^* 



The Parent 



The Child 



Presents contradictory histo- 
ry. 

Presents a history that can- 
not or does not explain 
the child's injury or con- 
dition . 

Is reluctant to give infonaa- 
tion. 

Gives a history of repeated 
injury. 

Projects cause of injury onto 
a sibling or third party. 

Hospital "shops" - has taken 
the child to a different 
doctor cr hospital each 
tiiTie nedical attention is 
needed . 

Has delayed unduly in bring- 
ing the child for care. 

Refuses ccr.Sent for further 
diagnostic studies. 

Shcv?s loss of control, or fear 
of losing control. 

Shows detachrr.ent . 

Reacts inappropriately to the 
severity of the child's con- 
dition - either overreaction 
or underreaction . 

Conplains about irrelevant 
problems unrelated to the 
injury or condition. 

Has unrealistic expectations 
of the child. 

Cannot be located. 

Presents a history of family 
discord, or of personal 
problems such as alcohol- 
ism, drug addiction , abuse 
or neglect as a child, or 
psychosis . 

'^The diagnosis of child maltreatment should be considered when some of these indicators 
are present. For a more detailed presentation of characteristics of abused and neglected 
children and their parents, see Volume 1, Chapters 1 and 2 of Child Abuse and Neglect: The 
Irokl^:^ and Its Ma nagement , U. S. Department of Health, Education and Welfare, Office of 
uman Development/Office of Child Development, 1975. 
^'^Adapted from Heifer and Kempe , *'The Child'^s Need for Early Recognition, Immediate Care 
and Protection,'' in Helping th e Battered Child and His Family , ed. Kempe and Heifer, p. 73 
Table 1, 



Has an unexplained injury. 

Shows evidence of dehydra- 
tion and/or r'^lnutrition 
without obvious cause. 

Has been given inappropri- 
ate food, drink, and/or 
drugs . 

Shows evidence of overall 
poor care. 

Is usually fearful. 

Shows evidence of repeated 
injury. 

Begins to care for the par- 
ents' needs. 

Is described as "different" 
or "bad" by the parents. 

Is indeed different from oth- 
er children in physical or 
emotional m.akeup. 

Is dressed inappropriately for 
degree or type of injury. 

Shares evidence of s exua 1 
abuse . 

Shews evidence of repeated 
skin injuries. 

Shews evidence of repeated 
fractures . 

Has injuries not mentioned 
in history. 
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DO'S ;«gD DON 'IS FOR WORKING WUH CHILDREN 



Listen to the child; 

Talk to the child in a way he or she can understand; 

Be empathetic and understanding; 

Express genuine concern about the child; 

Encourage the child to express his or her feelings; 

Encourage the child to vrerbalize his or her feelings; 

Help the diild understand an/ unrealistic fears or guilt; 

Let the child know that you think he or she is important; 

Demonstrate consistent and predictable behavior; 

Provide the child with structure and give clear and concise 

rules; 

Reinforce the child's positive behaviors; 
Provide ways to clarify expectations; 

Talk to the child about his or her areas of personal conflict; 
Encourage the child to engage in experiences in which he or she 
can succeed; 

Enhance the child's strengths; 

Keep in mind that the child's play may give you information 
regarding events and feelings the child experiences. 



Be critical of the parents when talking with the child; 

Force the child to express feelings or engage in activities he or 

she IS excessively fearful of; 

Be condescending toward the child; 

Blame the child for his or her problans/situation. 
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WHEN TALKING WITH THE CHILD 



ic 
ic 
ic 
ic 



T: 

ic 
ic 
ic 
ic 
ic 
ic 
ic 
ic 



Make sure the interviewer is someone the child trusts of the same 
sex f 

Conduct the interview in private; 

Sit next to the child, not across a table or desk, 

Conduct the interview in language the child understands; 

Ask the child neutrally to clarify words or terms not understood 

which seem key; 

Tell the child if any future action will be required. 



Allw the child to feel "in trouble" or "at fault"; 

Disparage cc criticize the child's choice of words or language' 

Suggest answers to the child; 

Probe or press for ana^ers the child is unwilling to give; 

Display shock or disapproval of parents, child, or the situation; 

Force the child to remove clothing; 

Conduct the interview with a group of interviewers; 

Leave the child alone with a stranger. 



Offer continuing help: 

* To the child, who may need a trusted supporter during the 
investigation period, 

* To child protective services, which may need you as a member of a 

team approach to providing protection for the child and help 
for the family, ^ 

Advocate for the caimunity: 

* For more humane, effective procedures for handling cases of child 
sexual abuse, 

* For the developnent and treatment programs for victims and 
perpetrators of child abuse, 

* For outreach programs which offer child victims a chance to seek 
help early. 
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SAMPLE 



SUSPECTED CHILD ABUSE REPORTUgG FORM 



Name of Child: 



Name of f^rents: 



Child's Birthdate: 



School or Instructional Program/Grade Level /Location: 



Date of Suspected Abuse: 
Date of Oral Report: 



Date of Written Report: 



Brief Description of Nature and Extent of Abuse, Neglect, or Injury: 



Signature of AEA Qnployee teking ReporF 



Agency Position " " 

Notification Check List * 

Bldg. Principal Ste — 

Adninistrator 

" S;nifi°!LS'^'^°^ c • (*Docui,entation of dissemination of 

— rS^i^ Services information must be sent to EHS-) 

AEA Supervisor (when 

appropriate) 

Repo^Sng^F^* ? completed copy of Dept. of Social Services Child Abuse 
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State cf Iowa 
Departr,ent of Social Services 
SUSPECTED CHILD ABUSE REPORTING FORM 



the completed forr. to the local office of the Department cf Social Services. 



o-noer each category, Subrnil 



Name of Child: 

Address: 

Phone: 



Date of 6irih: 



School: 



Grade 
Level: 



Sare cf Parent 
or Guardian: 



Phone (if different 
Jrorc child's): 



Address (if different from child's): 



Hfrcr run. 



"ep ir the H^zb: 




. r « c r - s t 



Ir. this section, indicate ths cate :f 3.s 
-6 r.t'^sr-is) thojcr.t to be responsible for *h 



^eecec :c co^.jct the investigation. 



e sjs;:ecteG acuse; evice.^.ce c' :re,i 




REPORTER IN:0R^.ATI0N 

f*^*? and Title or Fosition:_ 

'^''icc Address; 



. ^Relationship to Child: 



ERIC 



Sic'-^atjre cf Reporter ^-.^ ^sTT 



STATE OF IOWA 
DEPARTMENT Of HUMAN SERVICES 

REQUEST FOR CHILD ABUSE INFORMATION 

Iui?eXcoT2t7, J'r, """'"^ ^" ""^""^^ Cenual Ch,m Abuse Reg.try, asfP 

qu.red by Code 235A.16. Only persons authorized under the law will have access to such confidential information. 



Criminal Pen;iltiPt <9Tc;a ->]] ~ ~ ~ 

.Jm'^"'' ""^^ °' ^""^^ '° "^^"^ ^buse information under false pretenses or who willfullv 

d T35T T0" — Child abuse information to any agency or person except in accordance with se tio 23 A 

ntrm t ^""^'^^ P--^"' '° 235A.15 who willfuHy falsifies chi d abuL 

u h fi : Tmp ,onme°7A " 'T^' '"^^^^ ' ^^^^e penitent ary for not more than two years or yl 

buse informrn ' criminal purposes, communic^tes or seeks to communicate child 

-dre'd dX::: L^z:s;:ror::r::a: te^d^r-^^ ^--^ 

wuLlwal oTr''',K'°".'' '''' ' °^ '^'^ '^'^'^^ be grounds for the immediate 

wuhdrawal of any authorized access such person might otherv^ise have to child abuse ^formation, (65GA, ch 1 162, 520) 

Redi»emination of ChilH A b use Inform^irinn (235A.17) 



^-o~^::Z:^^^^^^^^ not red.sseminate such 

to p;oli::trr::p:::::;:e!°^ ^'^^ ^'-^^^^^^ ^^^'^ - °^ ^ ^^'^^ p--'^--. pursuit 

sec'oIsSsTTs" ^^-^'"^-'-^^^ ""^^-^ independent access to the same information u.der 

J^A written record is made of the redissemination. ir^cluding the na,..e of the recipient and the date and purpose of the redisser^i- 
_ 4^he written record is forwarded to the registry within thirty days of the redisse mination. (65GA. ch 1162S16) 

Name of Person making request: 

Office Address; 



Office Phone: 



Position and basis for authorization (Code 235A.15): 



Information requested concerning: (Name). 
What information is requested: 



Reason for request/how information is to be used: 



_ (Signaiure)- 



To bo coniD!etcc by Registry personnel . IDale) 
""Request Approved by ^ G Request Denied because 

Info.'mdtion volcased "~ " — ■ 
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RESOURCE CB3/WIZATI0NS mD LITERATURE 



Health-releted information fran recogni/sed organizations provides 
resources fee the special education nurse. The following lists of 
organxzatxons, education service centers, health departments, and 
literature contain suggestions which may be helpful in the collection of 
health materials. 

Resource material used in a school health program or by a school nurse 
should be carefully reviewed {ind evaluated prior to lise. It must be 
appropriate, current, and provide accurate information. Materials 
obtained from private industry or organizations must be ^jvaluated for 
ec^cational content. It should not be used in product prcmotion. 



0RG/*JI2ATI0NS 



Access American 

Architectual and Transportation 
Barriers Compliance Board 
Washington, D.C, 20201 

Anerican Acadeny of Pediatrics 

P.O. Box 1034 

Evanston, Illinois 60204 

Anerican Association of Sulci dology (AAS) 
Central Office 
2459 South Ash 
Denver, Color ado 80222 

Anerican Cancer Society 

777 Ihird Avenue 

New York, New York 10017 

Anerican Dental Association 
211 East Chicago Avenue 
Chicago, Illinois 60611 

Anerican Diabeces Association 

IWo I^rk Avenifi 

New York, New York 10016 

Anerican Dietetic Association 
430 North Michigan Avenue 
Chicago, Illinois 60611 

American Foundation for the Blind 
15 West 16th Street 
New York, New York 10011 

Anerican Heart Association 
7329 Greenville Avenue 
Dallas, Texas 75231 
214/750-5300 

Anerican Hunane Association 

Children's Division 

P.O. BOX 1266 

Denver, Colorado 80201 

Anerican Lung Association 

1704 Broadway 

Nev^' York, New York 10019 



Anerican National Red Cross 
17th and D Streets NW 
Washington, D.C. 20006 

Anerican Nurses Association 
2420 Pershing Road 
Kansas City, Kansas 64108 

Anerican Public Health Association 
1015 18th Street W 
Washington, D.C. 20036 

Anerican School Health Association 
P.O. Box 708 
F'ent, Ohio 44230 

American Speech, Language, and Heari 

Association 

10801 Rockville Pike 

Rockville, Maryland 20852 

Arthritis Foundation 
3400 Peachtree Road NE 
Atlanta, Georgia 30326 

cystic Fibrosis Foundation 
6000 Executive Blvd. 
Suite 309 

Rockville, Maryland 20852 

Down's Syndrome Congress 

528 Ashland /\venue 

River Forest, Illinois 60305 

Easter Seal Society for Crippled 
Children and Adults of Iowa, Inc. 
401 N.E. 66 Avenue 
Des Moines, Iowa 50322 
515/289-1933 

Epilepsy Foundation of Anerica 
1828 L Street ^W 
Suite 406 

Washington, D.C. 20036 



American Medical Association 

535 North Dearborn Street 

Chicago, Illinois 60610 4 
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Epilepsy Foundation of Anerica 

Suite 1116 

733 15th Street N.W. 

Washington, D.C, 20005 

202/638-4350 

Epilepsy Society of Area XI 
25th and Carpenter 
Des Moines, Iowa 50311 
515/274-0630 

Icwa Association for Retarded atizens 
1707 High 

Oes Moines, Iowa 50309 
515/283-2358 

Iowa Chapter-National Cystic 
Fibrosis Research Foundation 
8555 Harbach Boulevard 
Suite 203 

Des Moines, Iowa 50311 

Iowa Council of Children 

512 East 13th Street 

Des Moines, Iowa 50319. 515/281-3974 

Kidney Foundation 

TStio Park Avenue 

New York, New York 10016 

Leukemia Society of Anerica 
800 Second Avenue 
New Ycrk, New Yock 10017 
118 Broadway 

San Antonio, Texas 78205 
512/225-4404 

March of Dimes Association 
605 Douglas 

Des Moines, Iowa 50313 
515/244-2219 

March of Dimes 

Birth Defects Foundation 

P.O. Box 2000 

White Plains, New York 10602 

Muscular Cystrophy Association, Inc 

810 Seventh Avenue 

New York, New York 10019 



Miscular Dystrophy Association of 

Anerica 

1790 Broadway 

New York, New York 10019 

Mjscular cystrophy Association 

of Anerica 

District Office 

2911 Hubbell 

Des Moines, Iowa 50317 

515/265-7311 

National Anputation Foundation 
12-45 150th Street 
Whiteside, New York 11357 

National Association for the Deaf 

814 Thayer Avenue 

Silver Spring, Maryland 20910 

National Association for the Deaf/Blind 
2703 Forest Oak Qrcle 
Norman, Oklahoma 73071 

National Association for Down's Syndrome 
Box 63, Oak I^rk 
Illinois 60303 

National Association for Retarded Citizens 
2709 Avenue E East 
P.O Box 6109 
Arlington, Texas 76011 

National Association for the 
Visually Handicapped 
305 East 24th Street 
Room 17-C 

New York, New Yock 10010 

National Association of Hearing 
and Speech Agencies 
919 18th Street N.W. 
Washington, D.C. 20006 

National Association of School Nurses 
New York jtatler Hotel 
Suite 104 

New York, New York 10001 
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National Association of the 
Physically Handicapped 
76 Eln. Street 
London, Ohio 43140 

National Center for a 
Barrier-Free Environment 
1140 Connecticut Avenue 
Suite 1006 

Washington, D.C, 20036 

National Qearinghouse for 
Alcohol Information 
P.O. Box 2345 
Rockville, Maryland 20852 

National Clearinghouse for 
Drug Abuse Information 
P.O. Box 2305 

Rockville, Maryland 20852. 

National Qearinghouse on Smoking 
and Health Center for Disease Control 
Atlanta. Georgia 30333 

National Council on Alcoholism 
Two East 103rd Street 
New York, New York 10029 

National Cystic Fibrosis Research 

Foundation 

202 East 44 Street 

New York, New York 10017 

National Dairy Council 
6300 North River Road 
Rosemont, Illinois 60018 

National Easter Seal Society for 
Crippled Children and Adults 
2023 West Ogden Avenue 
Chicago, Illinois 60512 

National Educational Association 
Department of School Nurses 
1201 16th Street NW 
Washington, D,C, 20036 



National Federation of the Blind 
1346 Connecticut Avenue W 
Suite 212 

Dupont Circle Building 
Washington, D.C. 20036 

National Health Information 
Qearinghouse, NHIC (Health Calendar) 
P.O. Box 1133 

Washington, D.C. 20013, 1-800-336-4797 

National League for Nursing 
28 Westfall Road 
Rochester, New York 14620 

National Multiple Sclerosis Society 
Public Relations Department 
257 Park Avenue South 
New York, New York 10017 

National Paraplegia Foundation 
333 Nacth Michigan Avenue 
Chicago, Illinois 60601 

National Runaway Switchboard 
24-hour toll free hotline 
l-ROO-621-4000 

National Safety Council 
Director of Public Information 
425 North Michigan Avenue 
Chicago, Illinois 60611 

National Scoliosis Foundation, Inc 
48 Stone Road 
Belmont, Maine 02178 

National Society for Autistic 
Children 

1234 Massachusetts Avenue NW 
Suite 1017 

Washington, D.C. 20005 

National Society for Crippled 
Children and Adults, Inc. 
2023 West Odgen Avenue 
Chicago, Illinois 60612 

National Society to Prevent Blindness 

79 Madison Avenue 

New York, New York 10016 
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Parents Anonymous 
24-hour toll free hotline 
1-800-421-0353 

Planned Parenthood Federation of Anerica 

810 Seventh Street 

New 5^ork, New ifock 10019 

Prader-Willi Syndrome Association 
5515 Maliku Drive 
Edinar Minnesota 55436 



U.S. Department of 

Health and Hunan Services 

Office of Health Pr emotion 

and Physical Fitness and Sports Medi 

Hubert H. Hunphrey Building 

200 Independent Avenue SW 

Washington, D.C. 20201 

U.S. Public Health Service 
Division of Acciden^: Prevention 
800 North Quincy Street 
Arlington, Virginia 22203 



Society for Nutrition Education 
1736 Franklin Street 
Oakland, California 94612 

Spina Bifida Association of 
America 

104 Festone Avenue 

New Castle, Delaware 19720 

343 South Dearborn 

Room 319 

Chicago, Illinois 60604 

The Nc tional Foundation 

(Polio and Birth Defects) 

P. 0. Box 2000 

1275 Mamaroneck Avenue 

White Plains, New York 10602 

914/428-7100 



Toughlove 

Community Services Foundation 
Box 70 

Sellersville, Pennsylvania 18960 
2208 Brookhill Drive 
Austin, Texas 78745 
512/442-1198 



United Cerebral ftdsy of Iowa 

5741 University 

Des Moines, Iowa 50311 

515/274-4185 

United Cerebral Palsy Association, inc. 
66 East 34th Street 
New Xork, New York 10016 

United Ostom^r Association 

1111 Wilshire Boulevard 

Los Angeles, California 90017 
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FILMS mD SLIDES 



Grand Mai 

Building Your Own Cities, Build Your Ow.i Wall 
Epilepsy First Aid for Seizures 
For Hiose Who Help 

The Canprehensive Qinical Management of the Epilepsies 
(Order from local Epilepsy Association) 

Sex Education 

Sexuality and the Mentally Handicapped 
James Stanfield Film Associates 
P. 0. Box 1983 
Santa Monica, CA 90406 

The ABC of Sex Education for Trainables 

The Hew and What of Sex Education for Educatables 

Hallmark Films & Recordings, Inc. 

51-53 New Plant Court 

agings Mills, MD 21117 

All Women Have Periods 
Perennial Education 
477 Roger Williams 
P. 0, Box 855 Ravinia 
Highland Park, IL 60035 

(For further information, contact: Planned Parenthood of Mid Iowa) 

P.O. Box 4557 

Des Moines, lA 50306 or 
Local Area Office 

Tr ansportatio n 

Transporting the Handicapped 

(Available for loan through DPI) 

(For other audio-visual listings, contact: The Human Service Tiaining 
Network Board, c/o The Qearinghouse, University Affiliated Facility, 
University Hospital School, Iowa City, lA 52242) 
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ASSESSMENT AND SCREEN I^]G 



Developmental Milestones: A 
Handy Pocket Reference 

(Welty & Vavich) 
Department of Pediatrics 
Arizona Health Sciences Center 

(August, 1978) 

F.A.T. 

The Family Assessment Tool 
for School Nurses 
F.A.T. Kit 
P. 0. Box 2161 
Littleton, Colorado 80122 



Good-Lite Company 

7426 Madison Street 

Forest Park, Illinois 60130 

Parsons Visual Acuity Test for 
the Difficult to Test 
Bernell Corporation 
422 East Monroe Street 
South Bend, Indiana 46601 



EDUCATIONAL MATERIALS CATALOGS 



Abbott Laboratories 
Professional Relations Department 
Department 383RP 
North Chicago, Illinois 60064 

American Guidance Servi ce 

Publishers' Building 

Circle Pines, Minnesota 55014 

CRM/McGraw-Hill Films 

Del Mar, California 92014 



Johnson and Johnson 
Patient Care Division 
Educational Services Pamphlets 
New Brunswick, New Jersey 08903 

Ross Laboraties 
Colunbus, Ohio 43216 

Sister Kenny Institute 
Abbott-Northwestern Hospital 
Educational Materials Catalog 
2727 Chicago Avenue 
Minneapolis, Minnesota 55407 



OTHER RESOURCES 



ERIC 



state of Iowa Medical Library 
East 12th and Grand 
Des Moines, lA 50322 
1-800-362-2384 

ERIC Search 

Contact Local AEA Media, DPI, 
ERIC/ECE Publications Office 
College of Education 
University & Illinois 
005 West Pennsylvania Avenue 
Urbana, IL 61801 



or 
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Iowa Developnental Disabilities 

Audio Visual Listings Catalog 

Iowa Developmental Disabilities 

Media Distribution Service 

Division of Developmental Disabilities 

Ihe University of Iowa 

Iowa City, lA 52242 

INFORMS 

(Iowa Network for Obtaining Resource 

Materials for Schools) 

Provides abstracts of ERIC docunents, 

journal articles from educational 

magazines, pamphlets, bibliographies, 

and reference to educational materials 

and name? of resource people. 

To initiaue a search request, contact 

local INFORMS field representives. 



INFORMS FIELD REPRESENTATIVES 



Mike Hay ford 
Keystone AEA 1 
Media Center 
Route 2, Box 19 
Elkader, lA 52043 
319/245--1480 

Dianne Woodward 

Northern Trails AEA 2 

Media Center 

P. 0. Box M 

Qear Lake^ lA 50428 

515/357-6125 

Jaogueline Canipney 
Lakeland AEA 3 
Hwy. 18 & 2nd 
P. 0. Box 38 
Cylinder, lA 50528 
712/424-3424 

Rebecca Noteboan 
Area Education Agency 4 
102 South Main Avenue 
Sioux Center. lA 51250 
712/722-4376 

Dean McGrew 

Arrowhead AEA 5 

Learning Resource Center 

P. 0. f^ox 1399 

l''ort Dodge, I A 50501 

515/576-4113 

Mary Travillian 
Area Education Agency 6 
210 South 12th Avenue 
Marshalltown, lA 50158 
515/752-1578 

Wanda Farrell 

Area Education Agency 7 

3706 Cedar Heights Drive 

Cedar Falls, lA 50613 

319/277-8671 
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Lois Harker, Ceil Ross 
& John Haack 
Mississippi Bend AEA 9 
2604 West Locust Street 
Davenport, lA 52804 
319/391-0400 

Margaret White 
Grant Wood AEA 10 
4401 Sixth Street S.W. 
Cedar Rapids, lA 52404 
319/399-6735 

Susan Schrader 
Regional Media Center 
Heartland AEA 11 
1932 S. W. Ohird 
Ankeny, lA 50021 
515/964-2550 

Barbara Jones 
Western Hills AEA 12 
1520 Morningside Avenue 
Sioux aty, lA 51106 
712/274-6074 

Ron Enger, Pearl Tiarks 
Loess Hills AEA 13 
Halverson Center for Education 
Box 1109 

Council Bluffs, lA 51502 
712/366-0503 

Jean Chapiian 
Green Valley AEA 14 
Green Valley Road 
Creston, lA 50801 
515/782-8443 

Gaj net Brandt 
Southern Prairie AEA 15 
Route 5. Box 55 
Ottunwa, lA 52501 
515/682-8591 

Linda Fi scher 
Great River AEA 16 
1200 University 
Burlington, lA 52601 
319/753-6561 
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